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ABSTRACT 
A growing body of literature, both academic and in the popular media, has 
focused on intimate partner violence (IPV) and its consequences. In addition to the acute 
physical, social, and economic consequence of IPV, IPV clearly causes great stress for 
IPV women. While research has shown an association between exposure to external 
stressors and poor chronic physical and mental health, known as the ―stress-health 
hypothesis,‖ few studies have extrapolated this to examine IPV as a stressor. The goal of 
this research is to do just that using preexisting data from the Chicago Women‘s Health 
Risk Study (CWHRS). The CWHRS is a quasi-experimental cross-sectional design 
conducted from 1997-1998. Participants completed an initial interview and then another 
interview one year later. The interview focused on the respondent‘s experiences of IPV as 
well as self-reported demographic characteristics and self-reported physical health 
measures. Using descriptive statistics as well as regression and factor analyses, my 
research tested the associations between IPV and poor physical and mental health. After 
controlling for known demographic risk factors for IPV and for poor physical and mental 
health, IPV victimization (controlling for severity) was modeled as a predictor for self-
reported health. The results of this study found a relationship between IPV and certain 
physical and mental health outcomes.  In addition, support social support was found to 
provide a buffering effect between IPV and physical and mental health outcomes.   
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CHAPTER ONE 
 
INTRODUCTION AND LITERATURE REVIEW 
 
In recent decades, intimate partner violence (IPV) has been one of the most 
widely researched typologies of violence in society. Even with the large amounts of 
research dedicated to IPV, it still remains a social ill that has large and widespread effects 
on the community.  In 2008, the Centers for Disease Control and Prevention reported that 
in the United States women experience two million injuries from intimate partner 
violence each year (Adverse Health Conditions 2008). IPV has been found to have both 
direct and indirect detrimental effects for not only the victim but also for family members 
of those who are abused (Bair-Merrit, Blackstone, and Feudtner 2006). While more 
difficult to measure, intimate partner violence has an even larger, more general, impact 
on society as a whole. Given the large number of women affected by IPV (Walton-Moss 
and Campbell 2002) it is important to advance the study of IPV using an empirical 
framework while also paying attention to the fact that women are disproportionately the 
ones who are seriously injured in these violent exchanges with their male partners 
(Kramer, Lorenzon, and Mueller 2004; McCloskey and Grigsby 2005; Rennison and 
Planty 2003).  IPV needs to be studied as not only a micro social phenomenon in and of 
itself, as is usually the case, but as a phenomenon that is rooted in the larger context of 
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violence and also rooted in the macro socio-historical context of patriarchy (Bordieu 
2001; Johnson 2005).  
A study on violence and health conducted by the World Health Organization 
concluded that violence is a multifaceted problem and steps to prevent it should be 
concerned with ―addressing the larger cultural, social and economic factors that 
contribute to violence and taking steps to change them‖ (Krug et al. 2002:7). That being 
said, as with many social problems, long term and sustainable prevention is often a 
daunting and lofty task especially when lawmakers, politicians, and legislators are 
unwilling to address needed structural changes (Johnson 2005). Because of this, little has 
been done to implement long term solutions.  
There is a large body of research and several theories that focus on buffers that 
tend to lessen the severity of the negative impact that IPV has on women.  One such 
theory is resilience theory.  Resilience can be defined as ―the capacity to maintain 
competent functioning in the face of major life stressors‖ (VanBreda 2001:5).  While 
much of the research on resilience theory is focused on adolescents, it still provides an 
excellent framework to guide the study of the role of social support in relation to health 
outcomes.  One of the schools of thought about resilience that is pertinent to this 
proposed research examines the buffering role that social support plays between IPV and 
negative health outcomes (Fergus and Zimmerman 2005).  Research indicates that abused 
woman who have more social support have more positive health outcomes than abused 
woman without social support (Goodkind et al. 2003; Kocot and Goodman 2003).  Given 
this context, using data from the Chicago Women‘s Health Risk Study (CWHRS), this 
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study will, among other things, test resilience theory by examining the possible buffering 
effect of social support on the association between intimate partner violent victimization 
and physical health. 
There are two main reasons this study differs from prior research conducted on 
this topic.  First, many studies focus most of their attention on acute physical health 
outcomes of IPV, such as broken arms and fractured skulls. Far fewer studies focus on 
chronic physical health outcomes or mental health outcomes.  These chronic health 
outcomes are extremely important because a lot of the time they are not viewed within 
the medical community as being associated with IPV.  Chronic physical health outcomes 
of IPV can range from psychosomatic disorders like irritable bowel syndrome and 
migraine headaches to other chronic conditions such as heart disease (Macy, Ferron, and 
Crosby 2009).  Because of the prevalence of these chronic health problems and the long 
term physical, social, and economic hardships they inflict (Center for Disease Control 
and Prevention 2008b) it is necessary to evaluate the role of IPV in their formation.  
Equally important, most studies that focus on the role of social determinants on chronic 
disease incidence rarely consider IPV related incidences (Levenstein, Smith, and Kaplan 
2001; Rozanski et al. 2005; van Dam et al. 2005). The smaller number of studies that 
focus on chronic health and/or mental health outcomes of IPV may be due to the lack of 
or difficulty in finding data that measure both of these variables.  This leads into the 
second reason this research differs from prior research, because the CWHRS evaluates 
both chronic physical and mental health outcomes and IPV.  While the CWHRS was 
designed to study factors associated with mortality resulting from IPV, it also evaluates 
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other IPV outcomes, including a general measure of mental, physical health and the 
presence of specific health conditions. Using available data from this existing dataset 
allows for further study of this important issue and the ability to contribute to the 
literature on IPV and chronic health.  
Defining Violence 
One of the most problematic aspects of studying violence is that there are so many 
definitions of violence being used.  Definitions of violence can vary from study to study 
and from culture to culture making research on violence extremely difficult.  Eller (2006) 
contends that violence can be viewed from an objective, subjective, or social point of 
view.  From an objective point of view an act is viewed as violent if someone is hurt by 
the action.  The objective point of view emphasizes the end result of an action.  An act is 
viewed as violent from a subjective point of view if the act was intended to injure or 
harm someone. In this case whether an act is viewed as violent hinges on the offender‘s 
intent.  Lastly, violence can be assessed from a social point of view, which stresses that 
acts that are viewed by society as being beneficial or neutral based on cultural norms are 
not viewed as violence.  According to the social point of view, many people use some 
form of what Durkheim (1997) calls the collective conscience.  An example of how this 
collective conscience works in regards to violence in the United States is the death 
penalty.  There are a large number of death penalty supporters in the United States that do 
not view the death penalty as violence because it is culturally valued as a legitimized 
form of punishment. Similarly, in Latino culture there is a collective conscience of 
masculinity or ―machismo‖ which affects beliefs about violence and violence against 
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women (Perilla, Bakeman, and Norris 1994).  Equally important, male peer support plays 
a vital role in violence against women (DeKeseredy and Schwartz 2002; Godenzi, 
Schwartz, and DeKeseredy 2001; Alvi et al. 2005).  Men who have male peer groups that 
support abusive behavior toward women are motivating factors that lead to and 
encourage abuse (Schwartz et al. 2001).  DeKeseredy et al. (2006) found male peer 
support to be linked to abusive behaviors and attitudes directed at women in both urban 
and rural areas.  Further, in this study he also found that women who were sexually 
abused by their male intimate partners reported that these partners had male friends that 
were sexually abusive to women they were in relationships with.  
 Intimate partner violence falls under the larger typology of violence against 
women (VAW). VAW too has not been immune to definitional problems. One of the 
major challenges associated with VAW research is this idea of having a uniform 
definition of what VAW is and the types of behaviors that should fit under this umbrella 
(Kilpatrick 2004; Tjaden 2004).  Kilpatrick points out that definitions on VAW come 
from several sources that all have differing meaning of VAW with some overlap.  For 
instance, some of the definitions include perceived threats of violence while others do not 
because they can‘t respond to these perceived threats.  Some of these sources include the 
World Health Organization, public health agencies, and law enforcement entities.  Tjaden 
(2004) further suggests that violence against women should not only have a uniform 
definition but this definition should include child and adolescent victims.  According to 
Tjaden, children and adolescents should be included because more than half of abused 
women in the National Violence Against Women Survey were raped before they were 18 
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years of age.   These complexities associated with defining VAW also impact the 
definition of IPV.   
IPV can be viewed as a subcategory of VAW.  Therefore, creating a uniform 
definition for IPV has also been problematic. Many violence researchers recognize the 
importance of having a uniform definition of violence especially intimate partner 
violence but until recently none existed.  The definitive work on IPV was published by 
Saltzman in 2002. Saltzman defines intimate partners as current spouses (including 
common law), current non-marital partners, former marital partners, and former non-
marital partners. Saltzman categorizes intimate partner violence (and all types of 
violence) in to four groups, physical, sexual, threats of physical or sexual, and 
psychological/emotional abuse where prior violence of one of the previous forms has 
occurred. This study focuses primarily on physical and sexual violence. Physical violence 
is defined by Saltzman as ―the intentional use of physical force with the potential for 
causing death, disability, injury, or harm.‖ Sexual violence is defined as  
1) The use of physical force to compel a person to engage in a sexual act against 
his or her will, whether or not the act is completed. 2) An attempted or completed 
sex act involving a person who is unable to understand the nature or condition of 
the act, to decline participation, or to communicate unwillingness to engage in the 
sexual act (e.g., because of illness, disability, or the influence of alcohol or other 
drugs, or due to intimidation or pressure). 3) Abusive sexual contact.  (P. 11) 
 
While not the focus of this work, the threat of physical or sexual violence is 
defined as the ―use of words, gestures, or weapons to communicate the intent to cause 
death, disability, injury, or physical harm or to compel a person to engage in sex acts‖ 
(Saltzman 2002:12). The final category, psychological/emotional abuse, has been 
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somewhat controversial in the field of IPV research.  While there is consensus that there 
are non-physical behaviors that constitute abuse, many researchers have been wary of 
including these under the heading of violence.  Because of this, definitions of 
psychological/ emotional abuse vary.  Still, a working definition of psychological/ 
emotional abuse is ―trauma to the victim caused by acts, threats of acts, or coercive 
tactics.‖ (Saltzman 2002:12).  In lieu of all the definitional challenges, this study will 
proceed using Saltzman‘s definition of physical and sexual violence knowing and 
understanding that this definition is up for debate and remains unresolved. 
While both men and women can be victims of intimate partner violence, women 
are more likely to report intimate partner violence and more likely to be survivors of 
more serious forms of violence (U.S. Department of Justice 2008).  In addition, male 
victims of IPV are usually victimized by other men.  According to the National Violence 
Against Women Survey, 23% of all men in the survey were victimized by other men 
while only 7% reported being victimized by female intimate partners (Thoennes and 
Tjaden 2000).  Women comprise 84% of all spousal abuse victims and 86% of all victims 
of abuse at the hands of a boyfriend or girlfriend (U.S. Department of Justice 2005). 
Because of this disparity, this research will focus on female survivors of IPV. 
Stalking and IPV 
Similarly, the definition of stalking is no less controversial than that of VAW or 
IPV.  From a regional standpoint, one of the controversies of defining stalking is that 
many states have differing legal definitions of stalking (Tjaden 2009).  Other 
controversies include the debate on whether or not certain types of emotions need to be 
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present if an action is to be deemed as stalking (Johnson and Kercher 2009). For instance, 
some suggest that an element of fear should be present on the part of the victim if 
offender behavior is to be viewed as stalking (Spitzberg and Cupach 2007).  Despite 
these controversies, stalking is a vital part of IPV research.  A study conducted using data 
from the National Violence Against Women Survey found that 41% of women who were 
stalked actually had been stalked by intimate partners (Davis, Coker, and Sanderson 
2002).  Further, offenses like stalking are one of the reasons experts have argued for an 
even more inclusive and expansive definition of VAW to include violence and abuse 
against women (VAAW) (Tjaden 2009).     
That being said, Tjaden and Thoennes (1998) offer a definition of stalking that 
will be used in this study.  They define stalking as, 
Stalking generally refers to harassing or threatening behavior that an individual 
engages in repeatedly, such as following a person, appearing at a person‘s home 
or place of business, making harassing phone calls, leaving written messages or 
objects, or vandalizing a person‘s property. These actions may or may not be 
accompanied by a credible threat of serious harm, and they may or may not be 
precursors to an assault or murder. (P.1) 
 
Basile and Hall (2011) found stalking to be an important variable when grouping it with 
three other forms of intimate partner violence; these forms of IPV being physical 
violence, sexual violence, and psychological abuse.  Prior studies found it appropriate to 
include stalking under the category of psychological abuse (Mechanic, Weaver, and 
Resick 2008).  However, these researchers found that although the four forms of IPV 
correlate with each other and sometimes co-occur they all have their own distinct 
dimensions that deserve special analysis.  More importantly, using confirmatory factor 
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analysis they found stalking and psychological violence to be the least similar of all the 
pairs of the four IPV typologies.  These findings confirm that stalking is indeed an 
important, and unique, type of IPV and therefore should be considered in studies 
pertaining to IPV.   
Stalking is also of particular interest to researchers because it causes victims a 
great deal of stress.  Consequently, these high levels of stress affect health outcomes 
(Aneshensel 1992; Pearlin 1989).  One study found the amount of trauma complaints 
among female stalking victims to be very similar to that among victims of posttraumatic 
stress disorder (PTSD) (Kamphuis and Emmelkamp 2001).  In addition, some of the 
victims of stalking exhibited symptoms that were indicative of PTSD victims.   
Because of the severe stress associated with being stalked many victims develop 
cognitive and\or behavioral coping strategies to deal with their victimization (Kraaij et al. 
2007).  Cognitive coping strategies consist of self-blame and ruminating over the stalking 
event, while behavioral strategies consist of reporting the event to police or avoiding the 
stalker.  Although stalking causes stress and in some cases is accompanied by violence 
many victims fail to seek professional help to deal with stalking.  In many cases victims 
rely on informal networks such as friends and family members to help them deal with the 
stalker (Amar 2006).   
 The types of coping strategies employed by victims are influenced by contextual 
factors such as the victim-stalker relationship and type of stalking (e.g., violent stalking).  
Based on their study of university students Bjorklund et al. (2010) found that the closer 
the victim-stalker relationship the more victims used forms of coping that generated 
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positive psychological states.  The same was found to be true in relations to violent 
stalking events.  Victims formed positive meaning out of the stalking event and this 
allowed them to cope better with the stalking event.  This form of coping also allowed 
them to think about behavioral strategies they could use to avoid further stalking 
episodes.      
 Severe stress and the need to cope are by no means the only concerns associated 
with stalking.  Stalking can be an indicator of future violent assaults or murder (James 
and Farnham 2003; Rosenfeld 2004).  McFarlane, Campbell, and Watson (2002) found 
that specific stalking behaviors such as spying on a women and leaving threatening notes 
on her car were associated with an increased risk of attempted or actual femicide.  The 
dangers associated with being stalked are well documented and as a result it is important 
to have a tool to assess the extent of stalking.  The Harassment in Abusive Relationships: 
A Self-report Scale (HARASS) is one such instrument that has been used by researchers 
and people working in the medical field to measure how often harassing/stalking 
behaviors occur and the amount of distress the stalking victim experiences (Sheridan 
2003).  This type of tool is helpful in determining the increased risk of homicide that 
women face in IPV relationships.   
The relationship between stalking and intimate partner violence is evident in the 
literature and understanding of it continues to evolve.  As society changes so to does the 
need to study ways in which people are stalked.   Due to many technological changes 
people are being stalked in multiple new ways which make stalking even harder to define 
and consequently prove.  GPS locators are used to follow victims, victims are tracked by 
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their cell phones, and hidden cameras are used as surveillance (Southworth et al. 2007).  
Given this it is imperative to pay close attention to these technological shifts because they 
make it even harder for victims of stalking to get away from their stalker.  Equally 
important, this same technology makes it harder for victims of IPV to remove themselves 
from their violent relationships. 
Health Outcomes Associated with IPV 
Women who have been victims of IPV suffer physical, psychological and 
economic consequences (Adams et al. 2008; Center for Disease Control and Prevention 
2008a; Center for Disease Control and Prevention 2003; Max et al. 2004).  Victims can 
suffer one of these consequences, all, or some combination of them at the same time.  
Further, one type of consequence could lead to the other.  For example, women who are 
abused could suffer from depression. This depression could then result in the inability to 
hold down a job, thus resulting in both psychological (primary) and economic 
(secondary) consequences of victimization.  
The focus of this study is on both physical and mental health outcomes.  Victims 
of IPV can suffer from a myriad of health outcomes.  Intimate partner violence can affect 
women‘s health either directly due to physical assaults or indirectly by triggering other 
physical health conditions caused by long-term psychological stress (Cohen et al. 1998; 
Goodkin et al. 1992; Goodkin et al. 1993; Theorell and Kaasek 1996).  Generally 
speaking, the direct physical effects of IPV are easier to quantify and diagnose.  Some of 
these include broken bones, sprains, hearing and sight deficits, seizures and other brain 
trauma, genital trauma, deliberately transferred HIV, miscarriage and premature labor 
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and birth (Chapman 1989; Domino and Haber 1987; Haber 1985; He and McCoy 1998; 
Heise and Garcia-Moreno 2002; Heise, Moore, and Toubia 1995; Rapkin et al. 1990; 
Schei 1991). 
 One study found that severity of abuse and type of victim offender relationship 
had the most consistent associations with reports of poor health (DeMaris and Kaukinen 
2005).  The authors found that both male and female victims reporting the most severe 
physical assaults had a higher likelihood of being in poor or fair health, carrying a 
weapon for protection, and binge drinking.  It is important to note that the latter two 
outcomes can, and often do, lead to poor physical health.   
 Roberts, Klein, and Fisher (2003) had similar findings with adolescents.  Using 
the National Longitudinal Study of Adolescent Health they found significant associations 
between intimate partner abuse and longitudinal increases in risk behaviors.  The risk 
behaviors identified among female victims were, ―depressed mood, illicit substance use, 
antisocial behavior, and suicidal behavior‖ (2003:878).  Male adolescents who 
experienced intimate partner violence did not have the same associations between IPV 
and risk behaviors.  Males only showed a longitudinal increase in depressed mood.  
Equally important, these risk behaviors have been shown to put these adolescents at an 
increased risk for morbidity and mortality. 
A population that is not usually thought of as being affected by IPV is older 
women.  However, there is a small but increasing number of studies that examined the 
nature and extent of IPV among this population (Ockleford et al. 2003; Rennison and 
Rand 2003).  Mouton (2003) conducted a study involving the health status of older 
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women who were victims of IPV.  According to Mouton, ―there are more than 18 million 
women older than 65 (13.4% of the female population in the United States).  More than 
41% of these women remain in intimate relationships with their partners and thus become 
vulnerable to intimate partner violence (IPV)‖ (2003:1465).  The researcher found that a 
small percentage of women ages 50 to 79 (5.25%) had been physically abused in the past 
year and 22.8% had been verbally abused.  The scope of this study did not necessarily 
examine health outcomes of these women but it did issue a strong recommendation for 
these women to be screened as potential victims of IPV during their regular visits to the 
doctor because the mental health effects of exposure to IPV could lead to accelerated age 
related health issues.  Moreover, it is crucial that older abused women have social support 
groups that can help spread awareness of abuse as well as help to alleviate the isolation 
that is usually associated with IPV (Brandl et al. 2003).    
Although there are good amounts of data on acute health consequences, Coker et 
al. (2000) contends that there is little research focused on ―long-term, noninjury physical 
health consequences‖ (2000:451).  These researchers found that women who were 
victims of IPV reported poorer mental and physical health.  Furthermore, psychological 
IPV was found to be associated with poor physical health outcomes that were severe 
enough to prevent the victim from working.  
Victims of IPV have traumatic and often enduring mental health problems.  A 
single IPV event has shown to be enough to have negative psychological impacts on 
female victims (Fischback and Herbert 1997; Frank and Rodowski 1999; Marcus 1994).  
These negative impacts include but are not limited to decreased self-esteem, insomnia, 
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guilt, and depression. Victims that suffer from severe violent attacks often suffer from 
post-traumatic stress disorder (PTSD) (Astin, Lawrence, and Foy 1993; Breslau et al. 
1997; Cascardi, O‘Leary, and Schlee 1999; Moreland et al. 2008; Perez and Johnson 
2008).  Results from the Canadian Community Health Study on PTSD revealed that 
participants suffering from PTSD had higher levels of certain diseases and disorders such 
as asthma, ulcers, cancer, chronic pulmonary disease, and chronic pain (Sareen et al. 
2007).   
The connection between traumatic events and mental and physical health 
problems has been well documented but the causal mechanisms that lead to health 
outcomes are less established (Kendall-Tackett and Klest 2009).  There are four 
identified potential pathway types that may explain health outcomes following traumatic 
events; psychological changes, emotional health, social relation, and cognitive pathways.  
Victims may suffer from physiological changes following trauma.  This occurs when 
body functioning changes as a result of the trauma.  This can be signaled by a prolonged 
release of cortisol which can inhibit immune system functions.  Emotional health is 
another pathway that is known to influence physical health.  Historically many thought 
that people who were sick were more likely to be depressed or have high levels of anxiety 
because of their sickness. However, research is starting to show that negative mental 
states can lead to ill health.  Social relationships are also important as a pathway.  Men 
and women who have high levels of social support have better health outcomes.  Trief et 
al.‘s (2004) study demonstrates the importance of social support.  While not directly 
related to IPV, these researchers examination of the relationship between marital quality 
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and how well diabetic patients adhered to their diabetes care regimen is still very 
informative to the topic.  The study found modest support for the hypothesis that people 
who were in marriages that rated high on intimacy, adjustment, and satisfaction displayed 
better self-care.  This study is important to this discussion of IPV and physical and mental 
health outcomes because it presents a way to think about social factors that lead to 
healthy outcomes.   Lastly, cognitive pathways can have an impact on health.  How 
people who have experienced trauma view the world is extremely important to their 
health outcomes.  Those who view the world as a dangerous place tend to have poorer 
health outcomes.  Overlaps between two or more of these four pathways are obvious 
when looking at the cognitive pathways.  People who have a negative view of the world 
are less likely to have social support because they will not be trusting of others.  In 
addition, this negative view of the world could lead to depressive symptoms.  Because of 
this these pathways are of extreme relevance to this current study because many of the 
variables that are vital to this study (like social support mental and physical health 
outcomes) are embedded in these pathways. 
Resilience Theory 
 Any conversation about resilience theory should start with a discussion of medical 
sociologist Aaron Antonovsky‘s theory of salutogenesis.  A salutogenic orientation is a 
way of thinking about the factors that promote good health as opposed to a pathogenic 
orientation which is a way of examining factors that lead to ill health (Antonovsky 1979; 
Antonovsky 1987; Lindstrom and Eriksson 2006).  Antonovsky formulated this theory 
while conducting research on groups of women who survived living in concentration 
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camps during World War II.  During his research he identified a group of woman, who in 
spite of all of the horrible experiences in these concentration camps, were capable of 
maintaining good physical and mental health.  Lindstrom and Eriksson (2006) recounted 
a conversation they had with Antonovsky about this finding and how this lead to his 
theory of salutogenesis. Antonovsky‘s initial response to this surprising finding was, 
―how the hell can this be explained?‖ (p. 238).  This question led to the formulation of 
salutogenesis, which literally translates to mean origins of health.   
  At the heart of salutogenesis theory lies the sense of coherence (SOC) and the 
general resistance resources (GRRs).  In the salutogenic model the GRRs are considered 
to be ―biological, material and psychosocial factors that make it easier for people to 
perceive their lives as consistent, structured and understandable‖ (Lindstrom and 
Eriksson 2006: p. 241).  These GRRs consists of money, social support, self-esteem, and 
intelligence just to name a few.  People that have these types of resources have a better 
chance of dealing with and overcoming stressful situations that could potentially 
negatively affect their health.  The GRRs are what generally lead to life experiences that 
in turn promote a strong SOC.  Antonovsky (1987) explains the SOC as, 
A global orientation that expresses the extent to which one has a pervasive, 
enduring though dynamic feeling of confidence that (1) the stimuli deriving from 
one‘s internal and external environments in the course of living are structured, 
predictable and explicable; (2) the resources that are available to one to meet the 
demands posed by stimuli; and (3) these demands are challenges, worthy of 
investment and engagement.  (P. 241)  
 
 Resilience theory shares a lot in common with salutogenesis.  Both include many 
of the same factors such as social support and self-esteem.  In addition, resilience theory 
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is very much concerned with factors that promote good health. A more thorough 
definition of resilience is ―the presence of protective factors (personal, social, familial, 
and institutional safety nets) which enable individuals to resist life stress‖ (Kaplan et al.  
1996). Three models of resilience are used by researchers; these models are 
compensatory, protective, and challenge (Fergus and Zimmerman 2005). 
The compensatory model focuses on the direct effect a protective factor has on an 
outcome.  The guiding principle of the compensatory model is that a person exposed to a 
risk factor has a higher likelihood of having a negative outcome.  However, if a 
protective factor is present, it counteracts the negative risk factor.  An example of 
applying the compensatory model to IPV victimization would be that women who are 
victims of IPV (risk factor) have a higher likelihood of having poor health (negative 
outcome).  Women IPV victims who have greater social support (protective factor) would 
be less likely to suffer the physical outcomes of IPV because social support would 
counteract some of the effects of the risk factor.  
In the protective model, resources reduce or moderate the effect of the risk factor.  
If a relationship exists between the risk factor and the negative outcome, then the 
protective factor moderates the effect of the risk factor.  An example would be if a 
woman is a victim of IPV (risk factor) she has a higher likelihood of poor health 
(negative outcome) but if she has social support (protective factor) then her health 
outcome will not be as severe. 
Though it cannot be tested, a challenge model suggests that a moderate amount of 
exposure to risk factors are related to less negative outcomes.  On the other hand, if a 
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person is exposed to too much or too little of the risk factor then they are likely to 
experience a negative outcome.  In this model the protective factor and the risk factor are 
the same. The general thought is that the risk factor is like a vaccine.  Too much exposure 
to the disease or virus in the vaccine will overwhelm the immune system.  Too little 
exposure to the disease or virus will not give the immune system a chance to fight and 
build up a resistance.  However, a moderate amount of exposure will allow the immune 
system to build up a resistance to the pathogen.   
This model does not hold to the literature on IPV. Applying the model to our prior 
examples, we would expect that women who are exposed to too much IPV (risk factor/ 
protective factor) may be too overwhelmed to develop strategies to better deal with their 
situations thus leading to poor health.  Similarly, women who are exposed to a brief and 
less severe encounter of IPV may not be challenged enough to develop strategies to deal 
with future exposure to IPV which could then lead to ill health. Thus women with 
―moderate‖ exposure to IPV would develop appropriate strategies to deal with IPV. Such 
a theory is impossible to test, both because of the inability to quantify what ―moderate‖ 
IPV and because of the multitude of confounding factors that would affect this 
relationship. 
Although the focus of this study is on resilience theory, another noteworthy 
criminological theory that is similar to resilience theory is Agnew‘s (2001, 2006) general 
strain theory.  According to this theory, delinquent behavior is the result of negative 
relationships that the offender encounters that cause feelings such as anger and frustration 
which in turn forces the offender to cope with these feelings.  Delinquent behavior is 
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thought to be one of the ways that the individual copes.  There are three major types of 
strain caused by negative relationships with others (Henry and Einstadter 1998).  First, an 
individual can prevent someone from achieving a positively valued goal.  Second, an 
individual can remove or threaten to remove positive stimuli from ones life and third, an 
individual can present or threaten to present negative stimulus. 
Froggio and Agnew (2007) found it important to differentiate between objective 
and subjective strains when applying strain theory. Objective strains are identified as 
events that most people in a given population tend to dislike.  Subjective strains are 
identified as events that people have actually experienced and are disliked by those who 
experienced them.   Moreover, those who experience an objective strain might not 
subjectively experience that strain as negatively as others may experience it.  An example 
of how this plays out is divorce.  Divorce is generally thought to be a negative experience 
for most people.  However, some people may not experience divorce as an unpleasant 
event especially if the marriage was the cause of the strain. Equally important, these 
researchers found there to be a stronger association between subjective strains that led to 
negative affect and criminal behavior.  In keeping with the previous example, 
hypothetically speaking those who experienced divorce as a negative event are more 
likely to be involved in criminal activity than those who did not experience divorce as a 
negative event.  
There have been many studies that have focused on the link between gender and 
delinquency (Burton et al. 1998; Lagrange and Silverman 1999; Mears, Ploeger, and 
Warr 1998) using traditional criminological theories to explain the gap that exists 
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between men and women and their involvement in delinquent activities.  Such theories 
include social control theory, social learning theory, and self-control theories to name a 
few.  Recently general strain theory has arisen as an important theory that could be useful 
in explaining the gender gap in delinquency (Broidy and Agnew 1997). 
For example, general strain theory has been useful in looking at how men and 
women cope with serious types of strain (Kaufman 2009).  This study found social 
support to be an important variable associated with depressive symptoms in both men and 
women.  The strain processes are still thought to be relevant explanations of why some 
people exhibit symptoms of depression while others exhibit less symptoms of depression 
but social support was also found to have a strong impact on both men and women.  
Kaufman found an inverse relationship between social support and depressive symptoms 
and that this relationship was stronger among females than males. 
Another study found family related strains to significantly affect males and 
females differently (Hay 2003).  This study had three main findings.  First, males 
reported being physically punished by their parents more than females.   As a family 
strain measure physical punishment has proved to have a strong positive association with 
delinquency.  More importantly, this physical punishment accorded to males was not a 
result of males being involved in more past delinquency.  Males and females in this 
sample were found to be involved in similar levels of past delinquency.  Second, when 
dealing with family related strain both males and females experienced anger and 
frustration but females were also more likely to experience guilt.   Guilt is an emotion 
that usually prohibits people from adapting to strain by getting involved in delinquent 
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activities.  Lastly, family strain and anger proved to have a more intense effect on males 
than it did on females.            
Botchkovar and Hughes (2010) examined the relationship between strain and 
alcohol usage based on gender.  They found there to be differences between alcohol 
consumption by men and women in relation to strain.  Men reported more frequently 
engaging in alcohol consumption than women and were less likely to engage in 
legitimate forms of coping to deal with strain.  Legitimate forms of coping were defined 
as either emotional/social network coping or cognitive avoidance coping.  
Emotional/social network coping involved seeking help from friends, relatives, or other 
community members.  Cognitive avoidance was seen as ―waiting it out‖ until the strain 
passed.  Women who were involved in frequent alcohol consumption were more likely to 
use cognitive avoidance as a coping strategy and less likely to use emotional/social 
networking as a coping strategy.  Furthermore, women were more likely to resort to 
heavy alcohol consumption when they had relationships with peers who consumed 
alcohol. 
Social Support and IPV 
Social support can be defined as aid and assistance exchanged through social 
relationships and interpersonal transactions (Heaney and Israel 2002).  Social support has 
been the topic of interest for a plethora of research studies most of which found that the 
presence of social support encouraged positive physical and mental health outcomes 
(Berkman et al. 2003; Trief et al. 2004).  Some of these outcomes include adherence to 
exercise and nutrition programs for chronic diseases, maintenance of safer sex practices 
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among persons living with HIV/AIDS and avoidance of cocaine use relapse (McMahon 
2001; Reilly and Woo 2004; Williams and Barton 2003). 
Levendosky et al. (2004) found peer homophily to be an important factor that 
influenced the social support of women who experienced IPV.  The extent to which IPV 
victims were similar to other women in their network played an important role in how 
these IPV victims used their social support.  For instance, if other women in their 
network had also been a victim of IPV then women were more likely to tell them about 
the abuse thus increasing the likelihood of support. 
Research on social support has also found there to be an inverse relationship 
between social support and stress (Rosal et al. 2004).  Equally important, some research 
has found social support to have stress-buffering effects (McMahon and Jason 2000; 
Wright, Aneshensel, and LeBlanc 2003).  The stress-buffering hypothesis suggests that 
social support moderates against negative events that the individual may experience.  
This stress-buffering hypothesis is especially applicable to the study of IPV because 
women who have been victims of IPV have been found to be under greater degrees of 
stress.   It has also been hypothesized that the direct effect of social support may help to 
compensate for or counteract the negative effects of stress.  Both theories of direct and 
buffering effects of social support are derived from resilience theory (Fergus and 
Zimmerman 2005). 
The types of support IPV women seek can be a good indicator of the seriousness 
of the abusive relationship.  IPV women who seek help from the police are more likely to 
experience more severe abuse and are more likely to kill their abusive partners (Davies, 
23 
 
 
 
Block, and Campbell 2007).  This being the case, when law enforcement officers are 
contacted it is imperative that they take reports of abuse very serious because it is likely 
that the situation will worsen.    
Sociodemographic Characteristics and IPV 
From a sociological standpoint, sociodemographic variables are important 
because these variables are statuses that have cultural and historical meaning attached to 
them. More importantly, these statuses such as race, class, and gender exist on a 
hierarchical scale which affects ones opportunities to improve their quality of life.  This 
is what Weber referred to as life chances (McIntyre 2011).  Research shows that these 
variables alone have an affect on health outcomes (Sorlie, Backlund, and Keller 1995; 
Syme 2004). Cooper (2006) explains this phenomenon in Western societies as the scaling 
of bodies in which our individual identities consists of several membership categories 
that society ranks from lowest to highest.   The membership categories ranked at the 
higher end of the spectrum receive benefits and privileges that aren‘t afforded to lower 
ranked groups.  More importantly, Cooper contends that although one may be ranked 
lower according to race they may have privilege associated with their sex.  He further 
explains that one‘s ability to try to gain power may manifest itself in using violence 
toward people in other membership groups.  For example, some African American men 
use violence against African American women as means to oppress them and make up for 
their lack of power along race lines.  The complexity of human identity and the structural 
benefits and/or detriments assigned to certain membership groups are crucial to 
understanding how these variables affect IPV. 
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Moreover, victim level demographic variables are extremely important when 
studying intimate partner violence because certain demographic variables have been 
associated with an increased risk of IPV victimization.  Studies have shown that women 
under the age of 24, women of color as compared to whites, lower income women, and 
less educated women all have an increased risk of IPV victimization (Catalano 2007; 
Dobash et al. 1992; McNeely and Mann 1990; Rennison and Welchans 2000; Russell 
1990; Steinmetz 1997; U.S. Department of Justice 2008).  Consequently, victim level 
demographic variables must be taken into consideration when studying IPV because 
these variables are potential cofounders.  An illustration of this is that when looking at the 
effects that social support has on IPV one must consider that income and age might affect 
the type of social support one has available to them. 
 Race in particular continues to be a vital demographic variable when studying 
IPV.  Research indicates that American Indians and Alaska Native women have the 
highest rates of IPV (Catalano 2007) and Hampton, Oliver, and Magarian (2003) suggest 
that African American women have higher rates of intimate partner violence than their 
white counterparts because of structural inequalities caused by institutional racism.  They 
hypothesize that the stress caused by the daily grind of having to deal with institutional 
racism can cause stressful situations for African American couples which in turn 
increases the likelihood of violence.  Additionally, institutional racism needs to be 
seriously considered because it affects one‘s job opportunities, income, and the types of 
neighborhoods where people live which have all been linked to IPV.  
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Additional research indicates that race may be a mediator to various IPV risk 
factors and risk of victimization. Field and Caetano (2004) examined the role that alcohol 
consumption, socioeconomic status, and race play in the increased risk of becoming a 
victim of IPV.  This study suggests that racial minorities are at a greater risk for 
becoming victims of IPV.  In addition, even among racial minorities they indicate that 
socioeconomic factors and alcohol consumption have a stronger impact on Hispanic 
couples becoming involved in IPV than on Black couples.   
 Even among women who are victims of IPV there seems to be differences in the 
types of coping strategies used by different racial groups (El-Khoury et al. 2004).  
According to this study, African American women were more likely to view prayer as a 
viable option for coping with IPV while white women were more likely to seek help from 
a mental health professional.  Surprisingly, this study also found that African Americans 
and whites were equally as likely to seek help from medical professionals or clergy.  
 There are a growing number of studies examining the affects that IPV has on 
chronic health outcomes and mental health outcomes but there are few that focus on the 
possible buffering role that social support plays in this relationship.  More importantly, 
very few of these studies have been conducted from a sociological point of view.  
Researchers in areas such as public health, criminology, and the medical field have 
conducted many of the studies regarding IPV and health outcomes.  There is a sparse 
amount of research on this topic utilizing sociological theories and perspectives.   The 
objective of this study is to utilize the sociological imagination (Mills 2000) along with 
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existing literature to examine the role that social support plays in the relationship between 
IPV and health outcomes.  
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CHAPTER TWO 
 
DATA AND METHODS 
 This study was conducted using secondary data from the Chicago Women‘s 
Health Risk Study (CWHRS) (Block et al. 1999). Data for the CWHRS was gathered 
from 1997-1998 by the Illinois Criminal Justice Information Authority (ICJIA). These 
data are archived in the University of Michigan‘s Inner-University Consortium for 
Political and Social Research (ICPSR) for secondary analysis (Block 2000). For this 
project, the ICPSR database, as well as a database revised by the ICJIA were used. While 
both databases contain the same data, the ICJIA database also includes coding created by 
the survey developers. Access to this enhanced database provides the ability to replicate 
some analyses and to conduct analyses using comparable categorizations to those used 
elsewhere in the published literature. For example, the indicator of PTSD used in this 
research is included in the ICJIA but is not available in the other database. 
 While the goal of the CWHRS is to link abused women to possible lethal 
outcomes, this dissertation focuses on the non-fatal physical and mental health outcomes 
of women affected by intimate partner violence. The CWHRS uses a quasi-experimental 
cross-sectional design where populations identified as understudied and at high risk for 
IPV were contacted at their point of health service. The sample consists of women 
screened at sites located in areas of Chicago identified through hot spot analysis as 
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having the highest rates of intimate partner homicide in the city. Four locations that serve 
hospital trauma, walk-in clinic patients, and clinic/health center patients were selected 
(Chicago Women's Health Center, Cook County Hospital, Erie Family Health Center, 
and Roseland Public Health Center).  As part of regular clinic or hospital routine, 
approximately 2,740 women entering a hospital or health center for any reason (e.g., a 
well-baby check, bad cold or car accident) were screened for incidents of IPV against 
them in the past year using three short questions about domestic violence, including 
physical violence, sexual violence and being ―afraid to go home.‖ A woman screened as 
―abused‖ if she was age 18 or older, in an intimate relationship, the abuse had happened 
within the past year, and she responded yes to at least one of the following three 
questions: (1) "Has your intimate partner ever hit, slapped, kicked, or otherwise 
physically hurt or threatened you?" (2) "Has your intimate partner ever forced you to 
engage in sexual activities that made you uncomfortable?" and (3) "Are you afraid of 
your intimate partner?" All other women aged 18 and older who were involved in an 
intimate relationship and answered "no" to all three questions were categorized as 
"screened non-abused woman." 
Interviews were conducted with nearly all women 18 years of age and over who 
answered "yes" to at least one of these screening questions and a random sample of 
women over the age of 17 in an intimate relationship in the past year who answered 'no' 
to all three questions. Interviews were conducted in English or Spanish. In total, 705 
women were interviewed. Upon interview it was found that a considerable number (22%) 
of women who screened negative to IPV interviewed positive and some (9%) who 
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screened positive were interviewed negative, indicating that the screening instrument was 
not as sensitive as desired. Of the 705 interviewee‘s, 500 women were categorized as 
―abused in the past year‖ and 205 as ―not abused in the past year‖ (the comparison 
group).   
A component of the study instrument included a twelve month calendar used to 
assess abuse. The calendar included dates of importance to the woman (such as birthdays, 
anniversaries, holidays, etc.) as a way to jog respondent‘s memories about when abuse 
events occurred. Respondents indicated dates (or approximations of dates) of abuse 
events and details about the event. In addition to the calendar of abuse, interview topics 
included personal demographic characteristics, details of each abusive incident, 
harassment and stalking, social support network, help-seeking and interventions, 
household composition, mental and physical health, pregnancy, and firearm availability. 
Multiple scales were included in the survey instrument, some created specifically for the 
CWHRS through a collaboration of domestic violence advocates, public health 
professionals, and academics. While lethal cases of IPV are included in the CWHRS, 
they have been excluded from these analyses. 
Because of the risks of repercussions for participation, all efforts were made to 
ensure the anonymity of participants and to increase safety during the interview process. 
Each woman was asked to give informed consent to both the interview and the screener 
and Internal Review Board approval and monitoring was received from the Cook County 
Hospital, the Chicago Department of Health, the Erie Family Health Clinic, and the 
ICJIA. A counselor was available to respondents at all times during the study process. No 
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identifying information was included in the database used for this project. As 
compensation for their involvement, each woman received ten dollars at the initial 
interview as a sign of appreciation for her participation in the study.  
Study Population 
All cases and controls from the CWHRS were retained for analyses, with the 
exception of lesbian and bi-sexual respondents. Because of many of the unique issues that 
same sex couples face in intimate partner relationships, and because the population of 
women in our sample who were in a same sex relationship was so small, this population 
was excluded from analysis (N=23).  
This exclusion resulted in a total sample size of 682 women (480 cases and 202 
controls). Few items had a 100% response rate. For this project, data were included 
whenever available, causing the sample size to fluctuate a bit depending on what 
variables were included in the model (e.g. the analysis sample size was smaller when a 
low response rate item was included), though all analysis retained 88% or more of cases. 
The majority of analyses included 95% or more of the total study population.  
Table 2.1 describes the self-reported demographic characteristics of the study 
population. There were no statistically significant differences in demographic 
characteristics between cases and controls with the exception of the number of children a 
woman had.  IPV women were significantly more likely to have one or more children 
(80% versus 72%) than comparison women. On average, controls were older than cases 
(32.4 years old compared to 30.7) and were more likely to be closer in age to their 
partner. IPV women were less likely to have had any college education, though there was 
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no statistically significant difference. The majority of the subjects were African 
American. While not representative of the overall population, the sampling strategy of the 
study developers was to sample high-risk, often undercounted, women in Chicago at a 
point of non-IPV related healthcare service. Because of this, the study (intentionally) is 
not representative of the national population or Chicago‘s population and population-
based estimates cannot be derived. The benefit of this sampling strategy is that it much 
more efficiently identifies women at high risk for lethal IPV, thus making our study 
population better defined.  
Table 1. Demographic Characteristics of Study Population—IPV women and 
comparison women in the past year 
 Victim of physical abuse 
(N=480) 
Not a victim 
(N=202) 
 Mean Mean 
Age 30.7 years 32.4 years 
Average age discrepancy 9.6 years 7.9 years 
Number of children 2.2 1.8 
   
Highest level of education % (N) % (N) 
Less than a high school degree 48% (132) 38% (76) 
High school degree/GED 23% (112) 29% (59) 
Some college/Community College 25% (123) 28% (56) 
Bachelors and beyond 3% (14) 5% (4) 
Race   
Black 69% (328) 62% (124) 
White 8% (36) 9% (17) 
Hispanic/Latina 22% (105) 26% (52) 
Asian/Pacific Islander <1% (2) 3% (5) 
Native American <1% (1) 0 (0) 
Multi-racial 1% (3) 1% (1) 
Marital status   
Single 56% (270) 51% (102) 
Married 24% (113) 32% (65) 
Divorced/Separated 18% (85%) 14% (28) 
Other 2% (12) 4% (7) 
Country of origin   
United States 85% (405) 80% (160) 
Other than US 15% (74) 20% (39) 
One or more children 80% (381) 72% (144)* 
* Indicates statistically significant difference at p≤0.05. 
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The independent variable of interest was abuse status, measured as a binary 
indicator using the full screen questions. The dependent variables of interest were 
physical and mental health status in the past twelve months (listed in table 2). These were 
measured in multiple ways, all of which were self-reported by the respondent. Physical 
health was measured on a 5-point Likert scale (Excellent – Poor) as the respondents 
―general health compared to a year ago.‖ This same scale was used for women to report 
their ―general health compared to other women her age.‖ In addition, respondents 
reported the number of times they saw a health care professional (for an issue pertaining  
to them) in the past year. 
 
Table 2. Study Dependent Variables—Indicators of respondents’ physical health, 
mental health, and substance abuse status in the past year 
Variable Type of measure Values 
Physical  Health   
Health compared to one year ago Ordinal (Likert scale) Excellent – poor (5-0) 
Health compared to peers Ordinal (Likert scale) Excellent – poor (5-0) 
Number of visits to a doctor Ordinal 0-5 (never, 1, 2, 3-4, 5+) 
Arthritis Binary Yes/No (1/0) 
Asthma Binary Yes/No (1/0) 
Back pain Binary Yes/No (1/0) 
Brain damage/seizure/stroke Binary Yes/No (1/0) 
Diabetes Binary Yes/No (1/0) 
Headaches Binary Yes/No (1/0) 
HIV/AIDS Binary Yes/No (1/0) 
Hypertension Binary Yes/No (1/0) 
Any health concern Binary One or more/None (1/0) 
Count of health concerns Interval Count (0-6) 
Pregnant in past year Binary Yes/No (1/0) 
Miscarriage in past year Binary Yes/No (1/0) 
Mental Health   
Anxiety Binary Yes/No (1/0) 
Bi-Polar, Manic Depression, Schizo.. Binary Yes/No (1/0) 
Depression Binary Yes/No (1/0) 
Suicidal Binary Yes/No (1/0) 
PTSD Binary Yes/No (1/0) 
Any mental health concern Binary One or more/None (1/0) 
Count of mental health concerns Interval Count (0-6) 
Substance Abuse   
Alcohol abuse Binary Yes/No (1/0) 
Drug abuse Binary Yes/No (1/0) 
Alcohol and/or drug abuse Binary Yes/No (1/0) 
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The presence of specific physical concerns also was analyzed. Historic and 
current concerns with arthritis, asthma, back pain, brain damage, diabetes, headaches, 
HIV/AIDS, and hypertension were included. Reports of pregnancy and miscarriage in the 
past year were solicited as well. Respondents were asked to self-report all health concerns 
that had limited them in the past month in an open ended question. Specific health 
concerns were modeled individually as the dependent variable (e.g., having an arthritis 
diagnosis), as a binary indicator (i.e., the presence of any health indicator relative to 
none), and as an interval count of all health concerns (values range from 0-8). All 
measures of specific health concerns were analyzed as a secondary indicator of health, 
after the broader measures of perceived health compared to peers and health compared to 
one year ago. 
Mental health is measured as the presence of any of the following conditions: 
anxiety, bi-polar disorder, manic depression, schizophrenia, depression (measured using  
the four-item Medical Outcomes Study (MOS) scale of depression) (Hays et al.1995; 
Stewart et al.1988), attempted suicide, and Post Traumatic Stress Disorder (PTSD) 
(measured using the Post Traumatic Stress Disorder Symptom Scale (Foa et al.1993)). 
All mental health disorders were considered as binary dependent variables. Again, 
respondents were asked to self-report all mental health concerns that had limited them in 
the past month in an open-ended question. An aggregate binary indicator of any mental 
health disorders and a count variable were also calculated. 
Substance abuse was included as an indicator and/or contributor to mental health. 
The rationale for including substance abuse in analyses was not to contribute to the 
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debate on its relationship to mental health. Rather, it is included to contribute to the 
academic literature on the relationship between IPV and substance abuse. Substance 
abuse was measured in three ways: 1) having a problem with alcohol; 2) having a 
problem with drugs; 3) having a problem with alcohol and/or drugs. These analyses make 
no attempt to determine the relationship between mental health and substance abuse. 
In addition to our key variables of interest, the role of social support as a mediator 
and/or moderator between IPV and health outcomes also was explored. Social support 
was measured as an aggregate score of 12 questions measuring social support. This 
indicator, the Social Support Network Scale, was developed by the study developers as 
an aggregate measure of three key components of social support: acceptance and support, 
knowledge of and access to resources, and tangible help in emergencies. An example of 
one question used in the aggregate score is, ―Is there someone in your life you feel you 
can talk openly with?‖ Because of its bimodal distribution (Table 3) and the need to 
interpret it as a mediator and/or moderator, this 12-point scale was recalculated into a 
binary measure of social support with scores of 0-9 indicating moderate to low social 
support and 10-12 indicating high social support. 
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Table 3. Distribution of Social Support Measure 
 
                   Number of social 
support  indicators 
Count Percentage 
Low social support   
0 7 1% 
1 10 2% 
2 14 2% 
3 23 3% 
4 17 3% 
5 26 4% 
6 32 5% 
7 42 6% 
8 51 8% 
9 61 9% 
High social support   
10 96 14% 
11 127 19% 
12 174 26% 
Total   
 680 102%* 
*Numbers sum to over 100% due to rounding 
 
The role of harassment as a mediator and/or moderator between IPV and health 
outcomes also was explored in these analyses. Harassment was measured using the 19 
point scale developed by the study developers and included questions such as, ―In the 
past year, has an intimate partner left threatening messages on your voice mail or 
telephone answering machine?‖ and ―In the past year, has an intimate partner sat in a car 
or stood outside your home?‖ The 19 point scale was reduced to a three-point scale based 
on the data distribution and study developers expertise, resulting in categories of low (0-
1), moderate (2-9), and high (10-19) harassment. 
Other important variables that were controlled for in the analyses are descriptions 
of the IPV relationship and IPV events. These included the length of time from the most 
recent IPV event to the interview (recency), the severity of the most severe event 
(measured on an ordinal scale developed by the study developers), and how frequently 
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they were victimized in the past year (frequency). Because of the need to include many 
variables such as these, factor analysis was conducted. 
Analytic Strategy 
The goal of this analysis was to determine the extent to which women‘s self-
reported physical and mental health can be estimated based on her demographic 
characteristics, abuse status in the past year, and social support. The primary hypotheses 
guiding this work are: 
H1: Women who experienced no intimate partner victimization in the past year have 
better physical and mental health compared to women who experienced at least one IPV 
incident, after controlling for victim level demographic characteristics (e.g., age, race/ethnicity, 
education, and employment status). 
H2: The more serious the intimate partner victimization, the poorer her physical and 
mental health, after controlling for victim level demographic characteristics (e.g., age, 
race/ethnicity, education, and employment status). 
H3: Social acceptance and support is positively associated with physical and mental 
health, regardless of victimization status, but the relationship will be stronger among women 
who experienced at least one incident of IPV in the past year. 
H4: Among victims of intimate partner violence, those with greater levels of social 
acceptance and support will report better physical and mental health than those with less social 
support (i.e. social support will provide a buffering effect between IPV and  poor health). 
These hypotheses are guided by, and demonstrated in, the conceptual model 
shown in Diagram 1.  Respondent‘s current physical health is directly impacted by their 
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prior physical health and demographic characteristics (e.g., age, race, education, and 
employment). These variables also are associated with an individual‘s risk of 
victimization by an intimate partner. The hypothesis is that IPV victimization is 
associated with poorer physical health and this relationship works through the stress of 
victimization and the behavioral, physiological, and psychological responses to stress. In 
addition, it‘s hypothesized that social support, while present throughout the model, has a 
buffering effect between the stress of IPV and the stress responses that lead to poorer 
physical health. 
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Figure 1. Conceptual Model 
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Descriptive statistics (mean, proportion, standard deviations) are presented to 
describe the population. Binary analyses are also conducted to provide a broad 
understanding of the relationship between key variables of interest. Because of the 
complex nature of intimate partner violence and physical and mental health, linear 
regression is the most appropriate statistical method to provide a more detailed 
understanding of their relationship to each other. By including demographic variables as 
controls, ordinary least squares regression analysis can be used to control for 
confounders. Analyses were modeled with indicators of self-reported physical and mental 
health as the dependent variable. Self-reported physical and mental health are measured 
on a five point scale with poor health scoring the lowest (0) and excellent the highest (4). 
Through observation of a graphical representation of the data it appears that both 
measures of self-reported health are fairly normally distributed. Physical health is also 
measured using an indicator of the number of times the respondent saw a health care 
professional in the past year. Models, as detailed below, were run to test the relationship 
between physical health and IPV and the relationship between mental health and IPV. 
All analyses were done using SPSS version 17.  
Physical Health 
The first model consists of demographic variables (age, race, education, and 
employment status). All variables except for age were modeled as dummy variables. Age 
is a continuous variable with responses ranging from 18-64. For the coding of race, Many 
variations on this analysis were conducted, with analysis being done by racial/ethnic 
group as well as using dummy variables. In the end it was concluded that the 
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interpretation of this variable was of less interest than its need for inclusion so it was 
modeled as a linear term with African American/Black coded as zero, Hispanic/Latina as 
one, and White/Other as 2. Education was coded into four variables; less than a high 
school degree (reference), high school degree, some college, and college degree or 
higher.  Finally, employment status was coded with employed (full or part-time) as the 
reference group and dummy variables for homemaker, student, and unemployed. 
Because the literature indicates that there is an interaction effect between age and 
race (Kim 2007) in health outcomes, this was modeled to test for any relationship in the 
data.  Using the perceived physical health measures as the dependent variables, the 
demographic models will be run limiting the data to a specific racial subpopulation; i.e. 
the demographic model was run limited to Hispanic/Latina‘s, then African 
American/Black, then White/Other. Because of small numbers, the ―White‖, 
―other/missing‖ and ―Asian‖ groups had to be collapsed in to one category, since 
collapsing without including White the numbers were too small to have significant 
statistical power. Results of the sub-analyses of race/ethnicity and IPV provide a first 
indication if there is an association between age and health among separate racial/ethnic 
groups.  In order to further test the interaction effects of age and race, the demographic 
model was run looking at age as a categorical variable and then run with race/age 
interaction terms included. For interaction terms, Age was coded as 18-24 years old, 25-
34, 35-44, and 45+, with 18-24 as the reference category. The age/race interaction terms 
are Hispanic/25-34, Hispanic/35-44, Hispanic/45+, Other/25-34, Other/35-44, and 
Other/45+ with Black‘s age 18-24 as the reference category. Because the literature has 
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shown variation between Latina and non-Latina women‘s experiences of IPV, analyses 
were conducted to account for differences in ethnicity. Retention or omission of 
interaction terms in future models was dependent on the significance of the interaction.  
 Logistic regression models were used to test the study hypotheses. The following 
outlines the statistical models tested.  
Model 1: Relationship Between Demographic Characteristics and Perceived Health 
Model 1a (age as continuous variable): 
Self-reported health = constant term + age + high school degree + some college 
+ college degree/ higher + unemployed + student+ home maker 
1.a.i : Above model. Analysis limited to African Americans. 
1.a.ii : Above model. Analysis limited to White/other. 
1.a.iii : Above model. Analysis limited to Hispanic/Latina. 
Model 1b (age as categorical variable, race included). Analysis dependent on 
results of models 1.a.i-1.a.iii): 
Self-reported health = constant term + age 25-34, age 35-44, age 45/older + 
Hispanic/Latina+Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker 
Model 1c (age/race interaction): 
Self-reported health = constant term + age 25-34, age 35-44, age 45/older, + 
Hispanic/Latina+Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker+ Hispanic25-34 + H35-44 
+ H45 + White25-34 + W35-44 + W45up + Other25-34 + O35-44 + O45up.  
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While controlling for basic demographic characteristics of the study population 
(age, race/ethnicity, education, and employment) is important in better understanding 
these relationships, there are many other variables that significantly impact IPV and 
perceived health. In order to account for these, without looking at their independent 
effects, principal components factor analysis was conducted. Factor analysis is 
appropriate since the study population size is sufficiently large enough (Field 2005) and 
variables within the database are not highly correlated. Variables included in the factor 
analysis were selected based on their significance within the correlation matrix and based 
on the IPV and health literature. No variables had multicolinearity equal to or above 
R=0.8 so all variables were retained. 
Multiple factor analysis iterations were run with minor adjustments to the 
variables included in the factor development equations because of the necessity to include 
variables in some analyses within factors and to consider them as the independent 
variable of interest in other analyses. For example, in analyses with perceived health as 
the dependent variable, the time elapsed since the most recent incident and the interview 
is included in the factors. In further analyses, recency of IPV is the key independent 
variable of interest so factor scores, omitting recency, were rerun.  
For the initial factor analysis, factors with Eigen values greater than 1 were 
retained. In all iterations this resulted in a total of 12 factors. Based on results from the 
scree plot and the fact that three factors had only one variable loading on them, the 
number of factors were reduced to 8. Appendix A lists the unique variables under each 
factor and their loading. The themes of the eight factors are (1) severity of historical IPV, 
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(2) dependence on partner, (3) age, (4) employment, (5) recency of events, (6) household 
composition, (7) severity of IPV events, and (8) power imbalance. These factors were 
used in all multivariate analysis. In multiple iterations these remained the key factors with 
the omission of the ―recency (5)‖ factor when recency was the independent variable of 
interest. In general, the loadings remained relatively steady in the multiple factor analysis 
iterations. 
Model 2: Relationship between abuse and physical health, controlling for demographic 
characteristics 
The second model was used to test the hypothesis that abused women are more 
likely to have poorer self-reported health (Hypothesis 1). This model was the same as 
model 1 with the addition of the binary variable abused/non-abused. The analysis was run 
both with control variables and with statistically derived factors. Additionally, the 
analysis was run for each individual racial group, omitting race from the control 
variables, to determine differences by race. 
Model 2: Relationship between abuse and self-reported health 
Self-reported health = constant term + age + Hispanic/Latina +Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker+ abuse 
Model 2b: 
Self-reported health = constant term + Hispanic/Latina + Other race +factor1 
(severity of historical IPV)+ factor2 (dependence on partner) +factor3 (age) + 
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factor4 (employment) + factor5 (recency) + factor6 (household composition) + 
factor7 (severity of follow up IPV events + factor8 (power imbalance) + abuse 
Model 3: Relationship between severity, frequency, and recency of abuse and self-
reported health 
The third model was created to test the hypothesis that there is a linear 
relationship between IPV victimization severity and poor physical health (Hypothesis 2). 
This model is the same as model 2 but the indicator of abuse status will be the continuous 
variable measuring victimization severity. 
Model 3: Relationship between health and abuse recency, controlling for 
demographics 
Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker + abused_recency 
Model 3b: Relationship between health and abuse recency, controlling for factors 
Self-reported health = constant term + Hispanic/Latina + Other race +factor1 
(severity of historical IPV)+ factor2 (dependence on partner) +factor3 (age) + 
factor4 (employment) + factor5 (recency) + factor6 (household composition) + 
factor7 (severity of follow up IPV events + factor8 (power imbalance) + 
abused_recency 
Model 3c: Relationship between abuse frequency and health, controlling for 
 demographics 
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Self-reported health = constant term + age + Hispanic/Latina+Other race + high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker + abused_frequency 
Model 3d: Relationship between abuse frequency and health, controlling for 
 factors 
Self-reported health = constant term + Hispanic/Latina + Other race +factor1 
(severity of historical IPV)+ factor2 (dependence on partner) +factor3 (age) + 
factor4 (employment) + factor5 (recency) + factor6 (household composition) + 
factor7 (severity of follow up IPV events + factor8 (power imbalance) + 
abused_frequency 
Model 3e: Relationship between abuse severity and health, controlling for 
 demographics 
Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed  + 
student+ multiple job cat + abused_severity 
Model 3d: Relationship between abuse severity and health, controlling for  factors 
Self-reported health = constant term + Hispanic/Latina + Other race +factor1 
(severity of historical IPV)+ factor2 (dependence on partner) +factor3 (age) + 
factor4 (employment) + factor5 (recency) + factor6 (household composition) + 
factor7 (severity of follow up IPV events + factor8 (power imbalance) + 
abused_severity 
Model 4: Effect of social support on IPV/Health relationship 
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The fourth model will test the relationship between the respondents‘ self-reported 
level of social support and their self-reported physical health, controlling for 
demographic variables (Hypothesis 3). Social support is measured on a 5 point scale with 
5 being the highest possible level of support and will be modeled as a continuous 
variable.  
Model 4a: Abuse status and health 
Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker+ abuse 
Model 4b: Social support and health 
Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
multiple job cat+ social support 
Model 4c: Effect of abuse and social support on health 
Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker+ abused + social support 
The final iteration of model 4 tests the interaction between being a victim of IPV and 
social support (Hypothesis 4).  The buffering effect of social support was tested with an 
interaction term created by centering social support on the mean and then multiplying it 
with the continuous variable for IPV victimization severity. 
Model 4d: Effect of abuse and social support interaction on health 
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Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker+ abused +social support + abused* social support 
Model 5: Effect of harassment on perceived physical health 
The fifth model was created to test the effect of harassment on the self-reported 
physical health of IPV women. This analysis was limited to IPV women since harassment 
does not apply to comparison women. 
Model 5a: Abuse and physical health 
Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker+ abuse 
Model 5b: Harassment and physical health 
Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker+ harassment 
Model 5c: Effect of abuse and harassment on physical health 
Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher +  unemployed + 
student+ homemaker+ abuse + harassment 
Model 5d: Effect of abuse and harassment interaction on physical health 
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Self-reported health = constant term + age + Hispanic/Latina+Other race +high 
school degree + some college + college degree/ higher + unemployed + student+ 
homemaker+ abused +social support + abuse* harassment 
 These same models were run with self-reported health compared to a year ago and 
number of visits to the doctor as the dependent variables.  
Mental Health and Substance Abuse 
A similar methodology as outlined for physical health was used to determine the 
relationships between IPV and mental health. Various measures of mental health were 
used as the dependent variable. These include a binary measure of any mental health 
indicators and unique measures of mental health disorders including depression and 
attempted suicide. Similarly, substance abuse was measured as the dependent variable 
with secondary analyses looking at (1) alcohol abuse and (2) drug abuse. All the models 
outlined below were run with each of the dependent variables identified here. The factors 
developed in the physical health section are used here as well. As a reminder, the themes 
of the eight factors are (1) severity of historical IPV, (2) dependence on partner, (3) age, 
(4) employment, (5) recency of events, (6) household composition, (7) severity of IPV 
events, and (8) power imbalance. 
Model 1: Demographic characteristics and mental health 
Model 1a (age as continuous variable): 
Mental health/substance abuse indicator = constant term + age + high school 
degree + some college + college degree/ higher + unemployed + student+ 
homemaker 
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1.a.i : Above model. Analysis limited to African Americans. 
1.a.ii : Above model. Analysis limited to White/others. 
1.a.iii : Above model. Analysis limited to Hispanic/Latina. 
Model 1b: (age as categorical variable. Analysis dependent on results of models 
1.a.i-1.a.iii): 
Mental health/substance abuse indicator = constant term + age 25/34, age 35-44, 
age 45/older + Hispanic/Latina+ Other race +high school degree + some college + 
unemployed + student+ homemaker 
Model 1c: (age/race interaction) 
Mental health/substance abuse indicator = constant term + age 25/34, age 35-44, 
age 45/older, + Hispanic/Latina + Other race +high school degree + some college 
+ college degree/ higher + unemployed + student+ homemaker+ Hispanic25-34 + 
H35-44 + H45 + Other25-34 + O35-44 + O45.  
Model 1d (factor inclusion): 
Mental health/substance abuse indicator = constant term + Hispanic/Latina + 
Other race + factor1 (severity of historical IPV)+ factor2 (dependence on partner) 
+factor3 (age) + factor4 (employment) + factor5 (recency) + factor6 (household 
composition) + factor7 (severity of follow up IPV events + factor8 (power 
imbalance) 
Model 2: Relationship between abuse and mental health/substance abuse 
 Model 2a: Abuse and mental health 
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Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina +Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker+ abused_binary 
Model 2b: Abuse and mental health, factors 
Mental health/substance abuse indicator = constant term + Hispanic/Latina + 
Other race +factor1 (severity of historical IPV)+ factor2 (dependence on partner) 
+factor3 (age) + factor4 (employment) + factor5 (recency) + factor6 (household 
composition) + factor7 (severity of follow up IPV events + factor8 (power 
imbalance) + abused_binary 
Model 3: Relationship between severity, frequency, and recency of abuse and 
mental health/substance abuse 
Model 3a: Mental health and severity, demographic 
Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina++Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker + abused_severity 
Model 3b: Mental health and severity, factors 
Mental health/substance abuse indicator = constant term + Hispanic/Latina + 
White +Other race +factor1 (severity of historical IPV)+ factor2 (dependence on 
partner) +factor3 (age) + factor4 (employment) + factor5 (recency) + factor6 
(household composition) + factor7 (severity of follow up IPV events + factor8 
(power imbalance) + abused_severity 
Model 3c: Mental health and frequency, demographic 
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Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina+ Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker + abused_frequency 
Model 3d: Mental health and frequency, factor 
Mental health/substance abuse indicator = constant term + Hispanic/Latina 
+Other race +factor1 (severity of historical IPV)+ factor2 (dependence on 
partner) +factor3 (age) + factor4 (employment) + factor5 (recency) + factor6 
(household composition) + factor7 (severity of follow up IPV events + factor8 
(power imbalance) + abused_frequency 
Model 3e: Mental health and recency, demographic 
Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina+ Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker + abused_recency 
Model 3f: Mental health and recency, factor 
Mental health/substance abuse indicator = constant term + Hispanic/Latina 
+Other race +factor1 (severity of historical IPV)+ factor2 (dependence on 
partner) +factor3 (age) + factor4 (employment) + factor5 (recency) + factor6 
(household composition) + factor7 (severity of follow up IPV events + factor8 
(power imbalance) + abused_recency 
Model 4: Relationship between social support, IPV and mental health/substance abuse. 
Model 4a: 
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Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina +Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker+ abuse 
Model 4b: 
Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina+ Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker + social support 
Model 4c: 
Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina+ Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker+ abused + social support 
Model 4d: 
Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina+ Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker+ abused +social support + 
abused* social support 
Model 5: Harassment, IPV, and mental health/substance abuse  
The fifth model tested the effect of harassment on the self-reported physical 
health of IPV women. This analysis was limited to IPV women since harassment does not 
apply to comparison women. 
Model 5a: 
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Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina+ +Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ multiple job cat+ abuse 
Model 5b: 
Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina +Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker+ harassment 
Model 5c: 
Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina+ Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker+ abuse + harassment 
Model 5d: 
Mental health/substance abuse indicator = constant term + age + 
Hispanic/Latina+ Other race +high school degree + some college + college 
degree/ higher + unemployed + student+ homemaker+ abused +social support + 
abuse* harassment 
All of the outlined analyses were conducted and are presented in the following 
chapters. Some insignificant results were omitted for brevity. Chapter 3 focuses on 
physical health. Chapter 4 focuses on mental health and substance abuse. All results are 
presented with p-values to indicate levels of statistical significant. Chapter 5 discusses 
research results. 
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CHAPTER THREE 
 
RESULTS OF IPV AND PHYSICAL HEALTH OUTCOMES 
 
 In this chapter, the relationship between IPV and physical health outcomes is 
examined. As noted in the literature review this relationship is important because women 
who are abused by intimate partners face enduring physical health conditions.  The goal 
of this chapter is to examine if women in the CWHRS sample that are abused differ 
significantly from women that are not abused in terms of physical health outcomes.  In 
addition, the possibility of social support having a buffering effect for both abused 
women and women in the comparison group with a stronger association for abused 
women will also be examined.  Furthermore, because there are so many potential 
intervening variables an analysis is run controlling for sociodemographic variables that 
have been known to influence the relationship between IPV and physical health 
outcomes.  Lastly, an analysis of the effect that stalking has on physical health outcomes 
is included. 
For initial analyses, three primary indicators of physical health status were 
considered; (1) the respondent‘s general health compared to other women her age, (2) the 
respondent‘s general health compared to one year ago, and (3) the number of times the 
respondent saw a health care professional in the past year. Most women in the study, 
regardless of abuse status, reported their health to be ―good‖ compared to other women 
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their age (N=253, 37%), reported their health as ―about the same now‖ relative to one 
year ago (N=298, 44%), and reported seeing a healthcare professional five or more times 
in the past 12 months (N=244, 36%). When comparisons between abused and non-abused 
respondents were made (see Table 4), I found no differences in respondent‘s health 
compared to their peers or the number of times they saw a health care professional (χ2 
=4.4, p=0.35 and χ2 =6.1, p=0.19, respectively), but abused respondents were 
significantly more likely to report their health on the ―worse‖ end of the spectrum then 
non-abused respondents (χ2 =9.6, p=0.05). To more clearly indicate the similarity 
between abused and non-abused women‘s responses, Figures 2-4 display the data from 
Table 4.  
Table 4. Descriptive Statistics on Physical Health 
  Victim of physical 
abuse (N=476) 
Not a victim (N=202) 
General health compared to other 
women her age 
   
 Excellent 11% 12% 
 Very good 16% 20% 
 Good  37% 39% 
 Fair 30% 23% 
 Poor 8% 6% 
General health compared to one 
year ago*  
   
 Much better  19% 15% 
 Somewhat better  16% 14% 
 About the same  40% 53% 
 Somewhat worse  20% 14% 
 Much worse  4% 4% 
Number of times saw a health 
care professional in the past year 
   
 Never 7% 12% 
 Once 14% 13% 
 Twice 17% 18% 
 Three-Four 25% 25% 
 Five + 38% 31% 
* Indicates χ2 significant at p≤0.05 
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Because women see physicians more frequently during pregnancy than at other 
times of their life (Mayer and Liebschutz 1998), these same descriptive analyses were 
conducted excluding women who reported a pregnancy within the past year (N=552). 
While a smaller proportion of respondents reported seeing a health care professional five 
or more times in the past year (38% compared to 32% of victims of physical abuse and 
31% compared to 28% of comparison women) this was not a statistically significant 
reduction. Similarly, the exclusion of respondents who had been pregnant in the past year 
did not change the overall relationships between the three key measures of physical 
health and abuse status. General health compared to a year ago remained statistically 
significantly associated with abuse status (χ2 =10.7, p=0.03) while health compared to 
peers and the number of medical visits were not. 
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Figure 2. Perceived Health Relative to One Year Ago, by Abuse Status 
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Figure 3. Perceived Health Relative to Peers, by Abuse Status 
The number of times a respondent saw a health care professional becomes an 
interesting analysis because there are so many potential confounding factors. While there 
was no significant difference between victims and comparison women in terms of their 
frequency of seeing a healthcare professional in the last year, replicating this analysis 
with a more nuanced view of victimization was necessary. To do this, analyses were 
limited to IPV women and differences in the number of visits to a healthcare professional 
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were tested in relationship to the frequency of IPV events in the past year, the severity of 
the most severe event in the past year, and the recency of the event relative to the date of 
the interview.  Surprisingly, even when these more nuanced indicators of the type of IPV 
victimization were analyzed, there were no statistically significant differences in the 
number of doctors visits by frequency (χ2=11.18, p=0.51), severity (χ2=1.6, p=0.81), or 
recency (χ2=29.3, p=0.08) (see tables 5-7). For example, the majority of respondents saw 
a healthcare provider five or more times (N=244, 36%), regardless of how recently they 
were last victimized. Among women who had been victimized in the week prior to their 
interview, 35% had seen a healthcare professional five or more time in the past year. In 
comparison, 38% of women whose most recent IPV event was 301 or more days prior to 
the interview had five or more healthcare provider visits in the past year.  
 
 
Figure 4. Number of Times Respondents Saw a Healthcare Provider in the Past 
Year 
59 
 
 
 
Table 5. Number of Times Respondent Saw a Healthcare Professional by IPV 
Frequency 
 1 IPV event 2-4 IPV 
events 
5-10 IPV 
events 
11+ IPV 
events 
Number of times      
Never 7% 9% 6% 8% 
Once 11% 19% 8% 13% 
Twice 19% 15% 1415 18% 
3-4 Times 21% 24% 29% 27% 
5+ Times 42% 34% 43% 35% 
  
Table 6. Number of Times Respondent Saw a Healthcare Professional by IPV 
Severity 
 
 
 
 
 
 
 
 
Table 7. Number of Times Respondent Saw a Healthcare Professional by IPV 
Recency 
 0-6 days 7-30 
days 
31-60 
days 
61-
180 
days 
181-
300  
days 
301-
364 
days 
Number of times        
Never 9% 8% 6% 6% 9% 5% 
Once 20% 2% 19% 13% 12% 16% 
Twice 8% 16% 22% 20% 19% 22% 
3-4 Times 28% 30% 22% 21% 22% 19% 
5+ Times 35% 44% 31% 40% 39% 38% 
 
IPV and Physical Conditions 
Among victims of physical abuse, 36% reported being limited in their daily 
activities in the last month due a physical condition. This was a statistically significant 
larger proportion compared to 29% of comparison women (χ2=3.4, p=0.07). Because 
 Less Severe Very 
severe/life 
threatening 
Number of times    
Never 8% 5% 
Once 14% 12% 
Twice 17% 16% 
3-4 Times 23% 28% 
5+ Times 37% 40% 
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pregnancy is viewed by some as a limiting physical condition, this relationship was tested 
excluding women who were currently pregnant at the time. The relationship remained 
insignificant (χ2=1.7, p=0.19). 
In addition to general measures of physical health status, the CWHRS also 
ascertains information on key chronic physical health diagnoses, some of which have 
been associated with physical abuse. All respondents were asked to report historical and 
current health concerns with arthritis, asthma, back pain, brain damage, diabetes, 
headaches, HIV/AIDS, and hypertension. Reports of pregnancy and miscarriage in the 
past year were also solicited. In simple bivariate analyses, victims of abuse were 
significantly more likely to report suffering from headaches and HIV/AIDS than their 
non-abused counterparts (Table 8). They also were more likely to report a pregnancy and 
miscarriage in the past year, though after victims age and marital status were controlled 
for, the relationship between pregnancy and abuse status was no longer significant (t=1.5, 
p=0.15). When analysis was limited to women who had been pregnant in the past year 
(N=147 cases, N=59 controls) the relationship between abuse status and miscarriage 
remained highly significant (χ2=8.3, p<0.01).  
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Table 8. Variations in Self-Reported Physical Health Conditions by IPV 
Victimization Status 
Health Condition Abused (N=476) Not abused (N=202) χ2 
 % reporting % reporting  
Arthritis 1.3% 1.0% 0.08 
Asthma 4.8% 2.5% 1.9 
Back pain 5.6% 3.5% 1.4 
Brain damage/seizure/stroke 1.0% 0.5% 0.5 
Diabetes 1.5% 0.0% 3.0 
Headaches* 3.8% 1.0% 3.8 
HIV/AIDS* 2.7% 0.0% 5.6 
Hypertension 2.3% 3.5% 0.8 
Pregnant in past year** 21.3% 13.9% 9.5 
Miscarriage in past year* 6.2% 1.0% 8.8 
* Indicates χ2 significant at p≤0.05 
** Indicates χ2 significant at p≤0.01 
 
Not surprisingly, certain conditions were more likely to be associated with worse 
overall indicators of health (Table 9). Among all respondents, those reporting asthma, 
back pain, diabetes, headaches, and HIV all reported significantly worse perceived health 
relative to their peers (p<0.05). Arthritis, asthma, back pain, headaches, and HIV 
sufferers all reported significantly worse health compared to a year ago, relative to their 
peers (p<0.05). Arthritis, asthma, and HIV sufferers also were significantly more likely to 
see their health care provider more frequently than women who did not suffer from these 
conditions. Respondents reporting hypertension were not significantly different in their 
perceived comparable health or frequency of medical care than respondents without 
hypertension (p>0.05). 
Table 9. Indicator of Association between Specific Health Conditions and Poorer 
Health Indicators  
 Health compared 
to peers 
Health compared to 
12 months prior 
Number of doctors 
visits 
Health Condition χ2 χ2 χ2 
Arthritis 6.5 11.2* 9.7* 
Asthma 12.3* 9.9* 13.8** 
Back pain 27.4** 13.9** 6.8 
Diabetes 16.5** 3.0 5.2 
Headaches 16.3** 16.7** 2.7 
HIV/AIDS 19.3** 20.2** 14.6** 
Hypertension 7.6 7.5 7.8 
* Statistically significant at p≤0.05 
** Statistically significant at p≤0.01 
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When looking at within group variation, IPV sufferers and non-sufferers with 
health problems had comparable perceptions of their health relative to their peers and 
relative to a year ago. Because of reduced sample sizes in sub-analyses, diabetes, asthma, 
HIV, headaches, and brain injury were not included in these subanalyses.  
 While bivariate relationships between IPV and physical health outcomes were 
identified, IPV is a complex event/series of events and considering the relationship in a 
multivariate model that controls for potential confounders is necessary to have a more 
nuanced understanding of the relationship between IPV victimization and physical health. 
Using the multivariate models described in Chapter 2, the relationship between IPV and 
health relative to a year ago was analyzed while controlling for victim demographic 
characteristics and characteristics of the IPV event(s). Because of the bivariate findings 
that neither health relative to peers nor the number of doctors visits in the past year are a 
strong marker of perceived health, the decision was made to view physical health status 
solely in terms of perceived health relative to one year ago (Table 10). Because the data 
does not record when a serious medical diagnoses occurred, it is extremely important to 
take in to consideration that we are uncertain of the specifics of any medical occurrences 
in the previous twelve months. When looking at the specific health conditions (i.e. 
diabetes, asthma, etc.), it is impossible to determine if a respondent reporting poorer 
health compared to the previous year is because of a recent medical diagnosis or 
something else. 
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Model 1: Perceived Health Compared to One Year Ago, Controlling for Demographic 
Characteristics 
In the overall population, respondent‘s age and race were both statistically 
significantly associated with their perceived health compared to one year ago. When the 
model was run separately for each racial/ethnic group, age remained significantly 
negatively associated with perceived health for all racial groups with the exception of 
African Americans (β=0.09, p=0.17). Employment status and educational attainment 
were not significantly associated with respondent‘s perceived health compared to a year 
ago. 
Model 2: IPV and Perceived Health Compared to One Year Ago, Controlling for 
Demographic Characteristics 
After controlling for age, race/ethnicity, educational attainment, and employment 
status, IPV women appear to have comparable views of their health relative to a year ago 
compared to women who were not victimized in the past year (β=0.02, p=0.82). This 
likely is due to the fact that a one year difference is not commonly enough for substantial 
changes in self-reported health status to occur. A longitudinal view of trends in perceived 
health may have more informative results. While abuse status is not significantly 
associated with self-reported health relative to a year ago, as expected, age remains 
significantly associated. 
As previously noted, when focusing on specific sub-populations of health 
problems there were no differences in perceived health by IPV-status. As expected, in 
multivariate sub-analyses of specific health conditions controlling for demographic 
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characteristics, there were no significant differences in respondents perceived health 
relative to a year ago between victims and comparison women for any of the health 
conditions. 
Model 3: IPV and Perceived Health Compared to a Year Ago, Controlling for 
Demographic Characteristics, and Frequency, Recency, and Severity of the Victimization 
Because measures of frequency, recency, and severity are only measured for IPV 
women, these anlyses are limited to IPV women. Among IPV women, women who were 
more victimized more recently were significantly more likely to perceive their health to 
be worse than their peers (β=-0.07, p=0.02). This relationship held for Black respondents 
(β=0.002, p=0.04) but was not significant for Hispanics (β=0.003, p=0.54). Due to the 
sampling design, there was not enough statistical power to test this for any other racial 
group.  
Neither frequency nor severity of IPV were significantly associated with the 
respondents perceived health relative to a year ago (β=0.01, p=0.08; β=0.02, p=0.45). 
These relationships remained insignificant when analyses were re-run by racial/ethnic 
groupings indicating that there was little variability on these indicators between 
racial/ethnic groups. Because there was no relationship between either frequency or 
severity and health, the proposed analysis of the combined effects of frequency, severity, 
and, recency on perceived health were omitted.  
 
 
 
 
 
65 
 
 
 
 
Table 10. Multivariate Analyses of Relationship between IPV Victimization and 
Perceived Health Relative to a Year Ago 
 Model 1:  
Demographic 
characteristics 
Model 2: 
Model 1 and 
IPV status 
Model 3a: 
Model 2 & 
Frequency 
Model 3a: 
Model 2 & 
Recency 
Model 3a: 
Model 2 & 
Severity 
 β β β β β 
Race 0.09** 0.09* 0.09* 0.11* 0.11* 
Age 0.18** 0.18** 0.18** 0.17** 0.18** 
Education 0.01 0.01 0.02 0.01 -0.01 
Employed 0.02 0.02 0.02 0.04 0.04 
Abuse - 0.02 - -  
Frequency - - 0.01  - 
Recency - - - -0.07* - 
Severity     0.02 
 
Effects of Social Support on Perceived Health 
Seeing that IPV victimization is associated in bivariate analyses with perceived 
health relative to a year ago but not in multivariate analyses, the next question was 
whether this relationship could be moderated by social support. Social support is 
measured on a scale of 0-12 with 12 indicating high support. Questions indicating social 
support include the presence of someone she feels she can talk openly with and the ability 
to ask for help. This 12-point scale was recalculated into a binary measure of social 
support with scores of 10-12 indicating high social support and 0-9 indicating moderate 
to low social support. Initial analysis of IPV victimization by subpopulation indicate that 
victims IPV are significantly less likely to have high levels of social than comparison 
women (Table 11). This relationship holds across racial/ethnic groups. 
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Table 11. Descriptive Statistics- Social support 
  High social 
support 
Moderate to low 
social support 
Overall population**    
 Victim of physical 
abuse (N=478) 
51% (244) 49% (234) 
 Not a victim 
(N=202) 
75% (152) 25% (50) 
Population broken down 
by race 
   
Black-African American** Victim 61% (198) 39% (128) 
 Non-victim 82% (102) 18% (22) 
White**
a
 Victim 31% (11) 69% 25) 
 Non-victim 71% (12) 29% (5) 
Hispanic**
b
 Victim 28% (29) 72% (76) 
 Non-victim 62% (32) 38% (20) 
* Indicates χ2 significant at p≤0.05 
** Indicates χ2 significant at p≤0.01 
a
 Indicates cell size less than 10, tests of significance should be interpreted with caution. 
b
 Asian/Pacific Islander, Native American, and Multi-racial were excluded from sub-
category  analysis due to small numbers. 
 
Model 4: Interaction between Social Support and IPV and its Relationship to Perceived 
Health 
In multivariate analysis considering both IPV women and comparison women, 
after controlling for age, race/ethnicity, educational attainment, and employment status, 
women with higher social support were significantly more likely to perceive their health 
as the same or better relative to a year ago compared to women with low social support 
(β=0.44, p<0.001) (Table 12). When IPV status was added to the model, women with 
higher social support remain significantly more likely to perceive their health as better 
relative to their peers than woman with low social support (β=0.45, p<0.001), though IPV 
status is not significantly associated with perceived health (β=0.08, p=0.38). In the final 
model, where abuse status and social support are modeled as an interaction term social 
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support remained significant (β=0.37, p<0.001) and both IPV status and the interaction 
term are insignificant (β=-0.01, p=0.1; β=-0.16, p=0.35).  
Table 12. Multivariate Analysis of IPV/Social Support Interaction Association with 
Perceived Health Relative to a Year Ago 
 Model 4a:  
Abuse status 
controlling 
for demos 
Model 4b: 
Social 
support 
controlling 
for demos 
Model 4c: 
Social 
support and 
abuse status 
Model 4d: 
Social support/ 
abuse status 
interaction 
term 
 β β β β 
Race 0.09* 0.07 0.06 0.06 
Age 0.18** 0.16** 0.16** 0.16** 
Education 0.01 0.01 0.01 0.02 
Employed 0.02 0.01 0.02 0.01 
Abuse 0.02 - 0.08 -0.01 
Social Support - 0.44** 0.45** 0.37** 
Support/Abuse 
interaction term 
- - - -0.16 
 
Because of small numbers it was not possible to analyze the differences in social 
support by IPV status among different sub-populations of health concerns. This would be 
interesting information to have, seeing that social support may be more helpful, and more 
necessary, during some health problems relative to others. 
Relationship between Harassment and Physical Health 
Another interesting research question is the effect, among IPV women, of 
stalking. Since stalking is often a chronic stressor it can be hypothesized that victims of 
stalking will be more likely to suffer from health concerns associated with chronic stress. 
In this database, stalking is measured using 19 questions including ―In the past year, has 
an intimate partner shown up without warning?‖ For these analyses, these scores were 
summed and then coded as three levels of harassment; low (score of 0-1), moderate 
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(score of 2-9), and high (score of 10-19). Bivariate tests indicate that harassment is 
significantly associated with respondents perceived health relative to their peers (χ2=21.2, 
p<0.01) and relative to one year ago (χ2=20.7, p<0.01). The level of harassment a victim 
of IPV experienced was not associated with the number of physician visits in the last 
year. As shown in Table 13, women with high levels of harassment are more likely to 
perceive their health as fair or poor relative to their peers (47%) compared to women who 
receive moderate levels of harassment (37%) and those who receive low levels (28%). 
Similarly, women with high levels of harassment are more likely to perceive their health 
as worse relative to a year ago (28%) compared to women who receive moderate levels 
of harassment (25%) and those who receive low levels (18%). There were no significant 
associations between level of harassment and specific indicators of physical health. 
Table 13. Relationship between Harassment and Physical Health among IPV women  
  Low 
harassment  
Moderate 
harassment  
High 
harassment  
General health compared to 
other women her age** 
    
 Excellent 12% 12% 6% 
 Very good 19% 16% 16% 
 Good  42% 35% 31% 
 Fair 24% 30% 31% 
 Poor 4% 7% 16% 
General health compared to 
one year ago**  
    
 Much better now 19% 17% 21% 
 Somewhat better  13% 14% 26% 
 About the same  50% 44% 25% 
 Somewhat worse  14% 21% 22% 
 Much worse  4% 4% 6% 
Number of times saw health 
professional past year 
    
 Never 12% 8% 6% 
 Once 16% 13% 9% 
 Twice 19% 15% 22% 
 Three-Four 21% 26% 28% 
 Five + 32% 38% 35% 
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In multivariate analyses, harassment is significantly associated with respondents 
perceived health relative to their peers after controlling for victims demographic 
characteristics (Table 14, Model 5). Harassment is no longer significantly associated with 
victims perceived health relative to a year ago when demographic characteristics are 
controlled for (Table 14, Model 6). Additionally, while education is a significant 
predictor of health relative to peers, it is not a predictor of health compared to a year ago 
Table 14: Multivariate Analyses of Relationship between Harassment and Perceived 
Health  
 Model 5a:  
Demographic 
characteristics 
and health 
compared to 
peers 
Model 5b:  
Harassment and 
health compared 
to peers, 
controlling for 
demographic 
characteristics 
Model 6a:  
Demographic 
characteristics 
and health 
compared to 
one year ago 
Model 6b:  
Harassment and 
health compared 
to one year ago, 
controlling for 
demographic 
characteristics 
 β β β β 
Race 0.18** 0.19** 0.09* 0.09* 
Age 0.02** 0.02** 0.02** 0.02** 
Education -0.11** -0.10** 0.03 0.003 
Employed 0.02 0.05 0.02 0.02 
Harassment - 0.20** - 0.02 
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CHAPTER FOUR 
 
RESULTS OF IPV AND MENTAL HEALTH OUTCOMES/ SUBSTANCE ABUSE  
 
CONCERNS 
 
Various mental health problems and substance abuse concerns have been shown 
to be associated with victimization (Cunradi, Caetano, and Schafer 2002; Kimerling et al. 
2009; Temple, Weston, and Marshall 2005). While the causality of this relationship is 
uncertain, (i.e., are women with mental health and substance abuse issues more likely to 
enter into abusive relationships or are mental health problems and substance abuse the 
result of being in an abusive relationship?), identifying associations between these 
variables is an important step in supporting research to better understand the nature of 
this relationship. Due to the study design, the causality of this relationship cannot be 
tested with the CWHRS data but non-directional associations can be identified. 
Following is a detailed description of the associations between intimate partner 
victimization and key mental health and substance abuse indicators.  
Mental Health 
The indicators of interest for these analyses, all based on self-report, are: 
Mental Health: 
 Anxiety 
 Bi-polar, manic depression, schizophrenia 
 Depression- Measured using the four-item Medical Outcomes Study (MOS) scale of 
depression (Hays et al. 1995; Stewart et al. 1988) 
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 Suicidal- Measured as ever attempted to commit suicide 
 Post Traumatic Stress Disorder (PTSD) measured using the Post Traumatic Stress 
Disorder Symptom Scale (Foa et al. 1993) 
 
Table 15 details the differences in the proportion of women reporting mental health 
concerns by abuse status. When considering mental health in simple bivariate analyses, 
women who were victims of abuse in the past year were significantly more likely to 
report suffering from one or more depressive symptoms (65% v 39%) and having 
attempted suicide (33% v 14%). There were no significant differences between abused 
and non-abused women in anxiety symptoms or diagnosed bi-polar disorder, manic 
depression, or schizophrenia. 
Table 15. Variations in Self-Reported Mental Health Conditions by IPV 
Victimization Status 
Health Condition Abused 
(N=476) 
Not abused (N=202) χ2 
Anxiety 14.1% 10.9% 1.3 
Bi-Polar, Manic Depression, 
Schizophrenia 
0.8% 1.0% 0.04 
Depression** 65.3% 38.6% 52.0 
Suicidal** 33.0% 14.0% 25.5 
PTSD† 65.3% N/A N/A 
** Indicates χ2 significant at p≤0.01  
† Because PTSD is not measured for all comparison women it is not appropriate to make 
comparisons between the two groups. 
 
When only considering IPV women, variations exist in self-reported mental 
health conditions by victimization characteristics; recency, frequency, and severity (Table 
16). Frequency was significantly positively associated with self-reported anxiety, 
depression, and attempted suicide. In other words, women who reported more frequent 
IPV incidents were more likely to suffer from these three mental health conditions. 
Recency of the latest event is positively significantly associated with suffering from 
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anxiety and depression. For example, among depressed women, 50% reported having 
been victimized within the month prior to being interviewed, only 40% of non-depressed 
women had been abused in the prior month. Attempted suicide was not significantly 
associated with the recency of victimization. Severity of victimization was significantly 
positively associated with attempted suicide. Among women who attempted suicide, 45% 
had experienced very severe abuse while 25% of women who did not attempt suicide 
experienced very severe abuse. Severity was not significantly associated with anxiety or 
depression. 
Table 16. Variations in Mental Health among IPV women, by Characteristics of 
Victimization 
 Anxiety 
 
Depression Suicidal 
 Yes 
(N=67) 
No  
(N=406) 
Yes  
(N=167) 
No  
(N=309) 
Yes  
(N=157) 
No  
(N=319) 
Recency: Days 
since last event 
Recency* Recency** Recency 
0-6 34% (23) 22% (89) 25% (42) 23% (70) 24% (37) 24% (75) 
7-30 24% (16) 19% (76) 25% (41) 17% (51) 22% (35) 18% (58) 
31-180 28% (19) 37% (152) 37% (61) 36% (110) 36% (56) 35% (113) 
181-364 13% (9) 23% (92) 14% (23) 25% (78) 19% (29) 23% (73) 
       
Frequency: 
Total incidents 
in the past year 
Frequency** Frequency** Frequency** 
One 12% (8) 31% (125) 17% (28) 34% (105) 19% (29) 33% (104) 
2-5 25% (17) 36% (145) 34% (57) 34% (105) 32% (51) 35% (111) 
5-10 15% (10) 16% (66) 20% (33) 14% (43) 17% (26) 16% (51) 
11-172 48% (32) 17% (70) 29% (48) 18% (54) 33% (51) 16% (52) 
       
Severity Severity Severity Severity** 
Less severe 66%(44) 69% (282) 65% 
(108) 
71% (218) 55% (87) 75% (240) 
Very severe 34% (23) 31% (125) 35% (58) 29% (90) 45% (70) 25% (79) 
* Indicates χ2 significant at p≤0.05  
** Indicates χ2 significant at p≤0.01  
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 While mental health problems are of concern, many are manageable with various 
forms of therapy and medication (Swanson et al. 2000). Thus, the impact that these 
mental health problems have on a person‘s functioning is of great importance. Not only 
are women who were IPV women more likely to suffer from certain mental health issues 
but they were nearly twice as likely to report being limited by an emotional condition 
compared to women who were not victimized in the past year (43% v 25%; χ2= 21.6, 
p<0.01). As we would anticipate, the majority (58%) of women who reported a mental 
health issue also reported being limited by an emotional condition (χ2= 62.4, p<0.01). 
This relationship was significant both for women who were and those who were not IPV 
women (χ2= 85.4, p<0.01and χ2= 73.6, p<0.01respectively). 
Because the bivariate analyses indicate that IPV women are more likely to report 
that they have suffered from depression and attempted suicide multivariate analyses 
focuses on these two topics. 
Depression 
Model 1: 
In the overall population respondent‘s race, employment status and their highest 
level of education were all statistically significantly associated with having depressive 
symptoms. Neither age nor education was associated with depressive symptoms.  
Employment status was negatively associated with depression (unemployed women were 
more likely to have experienced depression).  When these models were run separately by 
race, for blacks employment remained significant and among whites age was significant.  
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Model 2: 
After controlling for age, race/ethnicity, educational attainment, and employment 
status, IPV women are 3.2 times more likely to report having depressive symptoms 
compared to women who were comparison women in the past year (OR=3.2, p<0.01). 
Education, employment, and race remained statistically significantly associated with 
attempting suicide. 
Model 3: 
Among IPV women, women who were more severely victimized were nearly 
twice as likely to report suffering from depressive symptoms their peers (OR=1.9, 
p<0.01). Frequency and recency of latest IPV incident was not significantly associated 
with depressive symptoms after controlling for demographic variables (OR=1.0, p=0.8 
and OR=1.0, p=0.16, respectively). 
Suicidal 
As shown in the bivariate analyses, IPV women are more likely to attempt suicide 
than comparison women. The severity of the consequences of attempted suicide, namely 
morbidity, makes understanding associations between IPV victimization and suicidal 
behavior extremely important. These associations are explored in table 14. 
Model 1: 
In the overall population respondent‘s race and age were statistically significantly 
associated with having attempted suicide. White/Other women were most likely to have 
attempted suicide. When these models were run separately by race, age remained 
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statistically significant for Latina‘s, but was no longer significant among any other 
groups.  
Model 2: 
After controlling for age, race/ethnicity, educational attainment, and employment 
status, IPV women are 3.1 times more likely to report having attempted suicide compared 
to women who were comparison women in the past year (OR=3.1, p<0.01). Race and 
employment remained statistically significant when IPV victimization status was 
included in the model. Age also became significantly positively associated with 
attempted suicide. 
Model 3a-c: 
Among IPV women, women who were more severely victimized were twice as 
likely to report having attempted suicide than their peers (OR=2.5, p<0.01). Frequency of 
victimization was also significantly associated with attempted suicide (OR=1.5, p<0.01) 
The recency of latest IPV incident was not significantly associated with suicidal behavior 
(=0.18, respectively).  
Table 17: Multivariate Analysis Identifying Relationship between IPV Victimization 
and Attempted Suicide 
 Model 1:  
Demographic 
characteristics 
Model 2: 
Model 1 and 
IPV status 
Model 3a: 
Model 2 & 
Frequency 
Model 3b: 
Model 2 & 
Recency  
Model 3c: 
Model 2 & 
Severity 
 β β β β β 
Race 0.19* 0.21** 0.20* 0.18 0.26** 
Age 0.10 0.13* 0.08 0.06 0.06 
Education -0.01 0.01 0.03 0.09 0.04 
Employed 0.23** 0.20** 0.17* 0.15 0.14 
Abuse - 0.02** - - - 
Frequency - - -0.06 - - 
Recency - - - 0.38** - 
Severity - - - - 0.92** 
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 Another interesting research question examined pertains to the effect of stalking 
and harassment on IPV victims mental health. Since stalking is often a chronic stressor it 
can be hypothesized that victims of stalking will be more likely to suffer from mental 
health concerns such as anxiety and depression. Table 18 shows that anxiety, depression, 
and suicidal behavior are all significantly positively associated with harassment. Fifty 
percent of women reporting high levels of harassment also report suffering from 
depression, compared to only 15% of women who received low levels of harassment. 
Table 18. Relationship between Harassment and Mental Health Indicators for Total 
Population  
 Anxiety* 
 
Depression** Suicidal** 
Harassment Yes 
(N=89) 
No  
(N=587) 
Yes  
(N=197) 
No  
(N=479) 
Yes  
(N=185) 
No  
(N=491) 
Low 9%  
(21) 
91%  
(217) 
15%  
(35) 
85%  
(203) 
14% (33) 86% 
(205) 
Moderate 15%  
(52) 
86%  
(306) 
34%  
(122) 
66%  
(236) 
32% 
(113) 
68% 
(244) 
High 20%  
(16) 
80% 
(64) 
50%  
(40) 
50% 
(40) 
48%  
(39) 
52% 
 (42) 
* Indicates χ2 significant at p≤0.05  
** Indicates χ2 significant at p≤0.01  
 
The positive relationships between harassment and mental health concerns remain 
when the analyses are limited to IPV women (Table 19). IPV women who have high 
levels of harassment are more likely to report mental health concerns. For example, 91% 
of respondents who reported being depressed had moderate or high levels of harassment 
while 80% of non-depressed respondents had moderate to high harassment scores. The 
relationship between harassment and depression and attempted suicide remains highly 
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significant and the relationship between harassment and anxiety increases from 
significant at the p=0.05 level to p<0.01. 
Table 19: Relationship between Harassment and Mental Health Indicators for IPV 
Women  
 Anxiety** 
 
Depression** Suicidal** 
Harassment Yes 
(N=67) 
No  
(N=407) 
Yes  
(N=166) 
No  
(N=308) 
Yes  
(N=157) 
No  
(N=319
) 
Low 3% (2) 97% (75) 19% (15) 81% (62) 17% (13) 83% 
(64) 
Moderate 15% 
(49) 
85% (269) 35% 
(112) 
65% (206) 33% (105) 67% 
(214) 
High 20% 
(16) 
80% (63) 49% (39) 51% (40) 49% (39) 51% 
(41) 
** Indicates χ2 significant at p≤0.01  
 
In multivariate analyses, harassment is significantly associated with anxiety, 
depression, and attempted suicide after controlling for demographic characteristics and 
IPV victimization status (Table 20). While abuse is significantly associated with 
depression and attempted suicide, the strength of the relationship diminishes with the 
inclusion of harassment in the model. Abuse status is not significantly associated with 
anxiety, though harassment is significant even after abuse has been controlled for. This 
would indicate that harassment, even more so than abuse status, is very strongly 
associated with mental health problems. 
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Table 20. Effect of Harassment on Mental Health Status 
 Model 4a:  
Demographics 
and mental 
health  
Model 4b:  
Model 4a and 
abuse status 
 
Model 4c:  
Model 4a and 
harassment 
level 
Model 4d:  
Model 4b and 
harassment level 
Anxiety     
 β β β β 
Race 0.43** 0.43** 0.46** 0.46** 
Age 0.02 0.03 0.04 0.04 
Education -0.28** -0.28** -0.27* -0.27* 
Employed -0.10 -0.11 -0.14 -0.14 
Abuse - 0.34 - -0.8 
Harassment - - 0.58** 0.65** 
     
Depression     
 β β β β 
Race 0.38** 0.41** 0.47** 0.47** 
Age 0.21* 0.27** 0.31** 0.31** 
Education -0.11 -0.10 -0.07 -0.07 
Employed 0.11 0.07 0.06 0.05 
Abuse - 1.17** - 0.53* 
Harassment - - 1.02** 0.84** 
     
Suicidal     
 β β β β 
Race 0.19* 0.21* 0.25** 0.24** 
Age 0.06 0.10 0.11 0.12 
Education 0.003 0.02 0.05 0.05 
Employed 0.24** 0.21** 0.19** 0.18* 
Abuse - 1.12** - 0.54* 
Harassment - - -0.92** 0.74** 
 
 
Effects of Social Support on Mental Health 
Given the strong relationship between harassment, abuse, and mental health, it is 
pertinent to determine if, similar to physical health, social support mediates these 
relationships. As reported in chapter 3 (Table 11), IPV women are significantly less 
likely to have high levels of social support than comparison women.  In multivariate 
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analysis, after controlling for age, race/ethnicity, educational attainment, and employment 
status, women with lower social support were significantly more likely to report all forms 
of mental health concerns (Table 21 and Table 22). These associations remained 
significant when social support was modeled simultaneously with abuse and harassment, 
in their respective models.  
Social support/abuse and social support/harassment interaction terms were not 
statistically significantly associated with any form of mental health (anxiety, depression, 
and suicide attempt) in any of the models (Table 21 and 22). This would indicate that the 
effect of social support as a moderator of mental health does not vary by abuse status or 
by the degree of harassment a person is exposed to. 
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Table 21. Multivariate Analysis of IPV/Social Support Interaction Association with 
Mental Health  
 Model 5a:  
Demographic 
characteristics  
Model 5b:  
Model 5a 
and abuse 
status 
 
Model 5c:  
Model 5a 
and social 
support 
Model 5d: 
Model 5b 
and social 
support 
Model 5e:  
Model 5d 
and 
interaction 
term  
Anxiety      
 β β β β β 
Race 0.43** 0.43** 0.39** 0.39** 0.39** 
Age 0.02 0.03 0.01 0.01 0.01 
Education -0.28** -0.28** -0.22* -0.25* -0.25* 
Employed -0.10 -0.11 -0.14 -0.13 -0.13 
Abuse - 0.34 - 0.19 0.37 
Social support - - -0.65** -0.62* -0.38 
Abuse*Social 
support 
- - - - -0.31 
      
Depression      
 β β β β β 
Race 0.38** 0.41** 0.29** 0.3** 0.33** 
Age 0.21* 0.27** 0.22* 0.26* 0.26* 
Education -0.11 -0.10 -0.09 -0.08 -0.09 
Employed 0.11 0.07 0.08 0.05 0.05 
Abuse - 1.17** - 0.94** 0.92** 
Social support - - -1.12** -0.96** -0.99* 
Abuse*Social 
support 
- - - - 0.04 
      
Suicidal      
 β β β β β 
Race 0.19* 0.21* 0.13 0.17 0.17 
Age 0.06 0.10 0.05 0.09 0.08 
Education 0.003 0.02 0.02 0.03 0.03 
Employed 0.24** 0.21** 0.21** 0.21** 0.19** 
Abuse - 1.12** - - 0.91 
Social support - - -0.67** -0.67** -0.62 
Abuse*Social 
support 
- - - - 0.14 
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Table 22. Multivariate Analysis of Harassment/Social Support Interaction 
Association with Mental Health  
 Model 6a:  
Demographic 
characteristics  
Model 6b:  
Model 6a 
and 
harassment 
 
Model 
6c:  
Model 
6a and 
social 
support 
Model 6d: 
Harassment 
and social 
support 
Model 6e:  
Model 6d 
and 
interaction 
term 
Anxiety      
 β β β β β 
Race 0.43** 0.43** 0.39** 0.42** 0.42** 
Age 0.02 0.03 0.01 0.04 0.04 
Education -0.28** -0.28** -0.25* -0.24* -0.25* 
Employed -0.10 -0.11 -0.12 -0.15 -0.16 
Harassment - 0.58** - 0.53* 0.66* 
Social support - - -0.65** -0.56* -0.32 
Harassment*Social 
support 
- - - - -0.26 
      
Depression      
 β β β β β 
Race 0.38** 0.41** 0.29** 0.38** 0.38** 
Age 0.21* 0.27** 0.22** 0.30** 0.30** 
Education -0.11 -0.10 -0.09 -0.06 -0.06 
Employed 0.11 0.07 0.08 0.03 0.03 
Harassment - 1.02** - 0.93** 0.87** 
Social support - - -1.12** -0.98** -1.09** 
Harassment*Social 
support 
- - - - 0.12 
      
Suicidal      
 β β β β β 
Race 0.19* 0.21* 0.13 0.20* 0.20* 
Age 0.06 0.10 0.05 0.10 0.10 
Education 0.003 0.02 0.02 0.06 0.06 
Employed 0.24** 0.21** 0.21** 0.17* 0.17* 
Harassment - -0.92** - 0.86** 0.79** 
Social support - - -0.67** -0.50** -0.62 
Harassment*Social 
support 
- - - - 0.13 
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Substance Abuse 
Previous research suggests that substance abuse can facilitate IPV by precipitating 
or exacerbating violence (Fals-Stewart, Golden, and Schumacher 2003). It is estimated 
that one-fourth to one-third of IPV incidents involve alcohol use, with males more often 
drinking at the time of the event than females (Greenfield et al. 1998).
 
Substance use can 
be on the part of the offender, the victim, or both. There is substantial evidence of a 
correlation between perpetrators alcohol and drug use and their likelihood to victimize 
their partner (Leonard and Jacob 1988; Leonard and Senchak 1993). Kaufman Kantor 
and Straus (1989) found over 20% of males were drinking prior to the most recent and 
severe act of violence. Fals-Stewart, Golden, and Schumacher (2003) also found that on 
days of heavy drug use, physical violence was 11 times more likely. Results from the 
CWHRS indicate that in 48% of cases, women who had been IPV women in the past year 
reported that the offender had been drunk during at least one incident of IPV in the past 
year.  Among IPV women, 27% reported that the perpetrator was high for at least one 
incident in the past year. These results are similar to other studies that have found 
substance use to co-occur in 40% to 60% of IPV incidents across various studies (Easton, 
Swan, and Sinha 2000; Moore and Stuart 2004).  
Not as much work has been done to understand the effect of women‘s substance 
abuse on their likelihood to be a victim of IPV, but there is support for an association. 
Analysis of data from the National Couples Study (Cunradi, Caetano, and Schafer 2002) 
shows that
 
alcohol-related problems among women are significantly associated with 
male-to-female partner violence. This study also found that female drug use was 
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associated with a two-fold risk of moderate IPV and more than a five-fold risk of severe 
violence. In this analysis of the CWHRS, the indicators of interest, all based on self-
report, are: 
 Substance Abuse Problem- Measured as ever having a problem with alcohol and/or 
drugs 
 Alcohol Problem- Measured as ever having a problem with alcohol 
 Drug Problem- Measured as ever having a problem with drugs 
Results from this analysis of the CWHRS indicate that IPV women are 
statistically significantly more likely to report having a substance abuse problem than 
comparison women (see Table 23). When considering substance abuse at the time of the 
IPV event, results from the CWHRS also indicate that among IPV women, 15% said they 
were drunk, 6% said they were high on pot, and 11% reported being high on drugs during 
at least one incident of IPV in the past year. Co-substance abuse also occurs among 
victims and offenders. In our study population, 12% of respondents reported an incident 
where both they and the offender were drunk, 4% of respondents reported an incident 
where they both were high on pot, and 8% reported an incident where they were both 
high on drugs. 
Table 23. Variations in Self-Reported Substance Abuse by IPV Victimization Status 
Health Condition Abused (N=476) Not abused (N=202) χ2 
Any Substance Abuse** 34.4% 13.9% 29.5 
Alcohol problem ever** 23.2% 8.4% 20.3 
Drug problem ever** 30.7% 10.4% 31.5 
** Indicates χ2 significant at p≤0.01  
 
These relationships hold in multivariate analysis controlling for victims 
demographic characteristics (Table 24 and 25). In addition, women who have had more 
serious IPV incidents are significantly more likely to suffer from an alcohol (34% v 19%, 
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χ2=12.8, p<0.01) or drug problem (45% v 24%, χ2=20.4, p<0.01). The frequency of IPV 
was also significantly associated with drug abuse (34% v 19%, χ2=12.8, p<0.01) but not 
alcohol abuse (χ2=53.9, p=0.59). Recency of the latest incident was not statistically 
associated with either drug or alcohol abuse.  
Table 24. Multivariate Analysis Identifying Relationship between IPV Victimization 
and Alcohol Abuse 
 Model 1:  
Demographic 
characteristics 
Model 2: 
Model 1 and 
IPV status 
Model 3a: 
Model 2 & 
Recency 
Model 3b: 
Model 2 & 
Frequency 
Model 3c: 
Model 2 & 
Severity 
 β β β β β 
Race 0.34** 0.34** 0.33* 0.32* 0.29* 
Age -0.35** -0.41** -0.42** -0.43** -0.42** 
Education 0.14 0.14 0.14 0.12 0.12 
Employed -0.31** -0.26** -0.31** -0.30* -0.28** 
Abuse - -1.29** - - - 
Frequency - - -0.01 - - 
Recency - - - 0.04 - 
Severity - - - - -0.59* 
 
 
Table 25. Multivariate Analysis Identifying Relationship between IPV Victimization 
and Substance Abuse. 
 Model 1:  
Demographic 
characteristics 
Model 2: 
Model 1 
and IPV 
status 
Model 3a: 
Model 2 & 
Frequency 
Model 3a: 
Model 2 & 
Recency 
Model 3a: 
Model 2 & 
Severity 
 β β β β β 
Race 0.57** 0.59** 0.52** 0.53** 0.48** 
Age -0.37** -0.44** -0.47** -0.48** -0.48** 
Education 0.13 0.13 0.12 0.09 0.11 
Employed -0.44** -0.40** -0.41** -0.40** -0.39** 
Abuse - -1.54** - - - 
Frequency - - -0.22* - - 
Recency - - - -0.10 - 
Severity - - - - -0.70** 
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CHAPTER FIVE 
 
DISCUSSION 
 
Bivariate Analysis of Physical Health Outcomes 
The goal of this study was to test resilience theory and examine the possible 
buffering effect that social support has on the association between intimate partner 
violence and physical and mental health outcomes.  Based of this goal there were four 
hypotheses that were tested.   
H1: Women who experienced no intimate partner victimization in the past year have better 
 physical health compared to women who experienced at least one IPV incident, after 
 controlling for victim level demographic characteristics (age, race/ethnicity, education, 
 and employment status). 
H2: The more serious the intimate partner victimization, the poorer her physical health, after 
 controlling for victim level demographic characteristics (age, race/ethnicity, education, 
 and employment status). 
H3: Social acceptance and support is positively associated with physical health, regardless of 
 victimization status, but the relationship will be stronger among women who experienced 
 at least one incident of IPV in the past year. 
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H4: Among victims of intimate partner violence, those with greater levels of social acceptance 
 and support will report better physical health than those with less social support (i.e. 
 social support will provide a buffering effect between IPV and poor health). 
Initial bivariate analysis that looked at descriptive statistics about physical health 
found that women who had been victims of physical abuse did not differ significantly 
from women who had not been victims in terms of reported general health compared to 
other women their age.  This is inconsistent with the first hypothesis and are somewhat 
surprising results because it seems that women who are IPV women would perceive their 
health to be poorer than the health of their peers assuming their peers are not in violent 
relationships.  However, this wasn‘t found to be the case. Research on group homophily 
sheds light on these results.   Levondovsky et al. (2004) found that women who were 
abused by their intimate partners were more likely to reach out to women who had 
similar violent experiences.  Consequently, women in this study may be more likely to 
compare themselves to women who have similar physical health profiles because they are 
involved in similar abusive relationships.  Therefore, they did not perceive their health to 
be any different from the health of other women in their social networks.  The results 
may have been different if the women in the study who had been victims of abuse were 
comparing themselves to the comparison women rather than to their social networks. 
Further, the classical work by Stouffer (1949) on WWII Army soldiers and 
relative deprivation may offer other insights.  Stouffer found that immediate reference 
groups, groups who soldiers were spatially closer to, were more important as a reference 
than those farther away.  For example, he found that African American soldiers in the 
North were more dissatisfied than African American soldiers in the South even though 
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there were more structural discriminatory practices in the South.  Stouffer suggested that 
African American soldiers in the South were more satisfied because their reference group 
was African American civilians in the South not African American soldiers in the North.  
Therefore, the treatment they experienced mirrored the treatment of their reference group.  
As a result, these soldiers in southern camps didn‘t experience their treatment as any 
different or worse than that of the reference group. Similarly speaking, the women in this 
study who had been victims of abuse may not see themselves as any worse off of than 
other women who they compare themselves to, much like Stouffer‘s research on soldiers 
during WWII.  Women in this study who were IPV women were not comparing 
themselves to comparison women but they were comparing themselves to other women 
their age.  According to Stouffer‘s research it is highly likely that their reference group 
were women who were similar to them in many ways even if these women did not share 
their abuse status.   Further, it is important to note that women who answered these 
questions did not necessarily provide accurate or objective answers in the empirical sense 
but these answers were based on their perceptions of their health and the health of women 
their age.  
It was also surprising that there were no statistically significant differences 
between IPV women and women in the comparison group when measuring the number of 
times they saw a health care professional in the past year.  This is contradictory to the 
first hypothesis. This also goes in contrast to much of the literature that suggest that 
women who experience intimate partner violence visit the physician more often for acute, 
chronic, and mental health conditions (Bergman and Brismar 1991; Koss, Koss, and 
Woodruff 1991; McCauley et al. 1995).  One study quantified the overall cost of IPV in 
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terms of rape, stalking, and physical assault to exceed $5.8 billion per year.   Of this, $4.1 
billion of the $5.8 billion can be attributed to medical and mental health services 
(Gerberding et al. 2003).  However, for the CWHRS dataset these results were not 
completely surprising.  One study that used the CWHRS data found that a subset of 
women in the study did not seek formal or informal help for their intimate partner 
victimization (Fugate et al. 2005).  Further, the second to least used intervention strategy 
amongst this group of women was seeking medical care. Reasons for this lack of usage 
ranged from their belief that these services were not needed to their attempts to protect 
their partner and preserve the relationship.   
The number of healthcare professional visits seemed like such a crucial measure 
of health that it was run against frequency, severity, and recency of IPV events.  
Surprisingly, the number of visits to a healthcare professional remained insignificant even 
when it was analyzed with the frequency, severity, and recency of IPV events. This 
finding goes counter to the second hypothesis that the more serious the IPV victimization 
the poorer her health outcomes. More severe and frequent IPV has been linked to poorer 
health outcomes (Ford-Gilboe et al. 2009). However, poor health outcomes do not always 
necessarily lead to visiting a healthcare professional.  Moreover, the literature on the IPV 
and negative psychosocial outcomes and the effects of recency, frequency and severity on 
these outcomes have yielded differing findings (Bogat et al.  2003). 
Contrary to the other two measures of physical health, general health compared to 
a year ago was statistically significant.  This result is consistent with the first hypothesis.     
Women who were victims of physical abuse differed from women who had not been a 
victim.  There were a higher percentage of women who were abused that reported their 
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health to be somewhat worse now than relative to a year ago.  Women in the comparison 
group were also much more likely to view their health as the same now relative to a year 
ago.  These findings are consistent with studies that found that women who have been 
abused have worse health outcomes than women who have not been abused and these 
health outcomes affect women long after the abuse ends (Kendall-Tackett, Marshall, and 
Ness 2003; McCauley et al. 1995; Plichta 2004).    
 It is still puzzling that women‘s perceptions of their overall health compared to a 
year ago was significantly associated with abuse status and the other measures of 
physical health were not.  This is puzzling because health does not usually change 
drastically in a 12-month period.  It is likely that women who were abused may feel the 
increasing burden of IPV and as a result they feel the psychosomatic effects of the abuse.  
Consequently, these effects may have influenced their perceptions of their health relative 
to a year ago.  There are a number of psychosomatic disorders that abused women suffer 
from such as high blood pressure, low back pain, and irritable bowel syndrome (Coker et 
al. 2000).  Further, it may be that these women are experiencing in terms of abuse what 
Feagin (1991) refers to as the pyramiding effect in terms of racism.  The pyramiding 
effect is the accumulation of racist events that eventually have a profound negative 
impact on the lives of those experiencing these events.  Similarly, abusive experiences 
compared to a year ago can have this cumulative impact on these women‘s perceptions of 
their health relative to a year ago.  This intersectionality of race and gender will be 
revisited later in the multivariate analysis addressing sociodemographic variables.           
This analysis was also run removing pregnant women from the sample.  The 
conventional wisdom is that pregnant women visit the doctor more often than women 
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who are not pregnant and this might affect the results of the analysis.  After removing 
pregnant women from the sample, the same results were found.  General health compared 
to others her age and the number of times they saw a physician in the past year were still 
not statistically significant.  General health compared to a year ago remained statistically 
significant.  This suggests that the relationship between abuse status and general health 
compared to a year ago was not due to pregnancy and it remained an important variable 
to maintain for further analysis. 
The statistically significant relationship between abuse status and AIDS/HIV was 
as expected.  It is well documented in the literature that women in abusive relationship 
are more likely to report having sexually transmitted infections (Pulerwitz, Gortmaker, 
and Delong 2000; Wingood, DiClemente, and Raj 2000). Additionally, sexual abuse in 
general and forced sex in particular puts women at greater risks of infection (Campbell 
and Soken 1999; Maman et al. 2000). For some of the same reasons just mentioned, 
women who had been victims of abuse also were more likely to report being pregnant in 
the past year and having a miscarriage in the past year.  In addition to sexual abuse, 
women who are IPV women have been found to have diminished sexual power in their 
relationship with men.  This lack of sexual power and control led to diminished condom 
use and this in turn has impacted rates of pregnancy among this population of women 
(Pulerwitz, Gortmaker, and DeJong 2000).  In this study though, age and marital status 
were confounders that were causing the spurious relationship between abuse status and 
pregnancy.  Pregnant women in general are more likely to be younger and many 
heterosexual married people tend to start a family.  So it is important to note that in this 
sample based on bivariate analysis the relationship between abuse status and pregnancy 
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was a spurious relationship (age and IPV and marriage).  IPV has been shown to have an 
impact on pregnancy outcomes as well.  In a study by Fanslow et al. (2008) IPV was 
significantly associated with spontaneous and induced abortion.  There were three 
possible explanations for the link between IPV and spontaneous abortions or 
miscarriages.  The first is that miscarriages can be caused by direct physical violence at 
the hands of an intimate partner.  The second explanation is that women in abusive 
relationships may lack autonomy and/or resources needed to care for themselves during 
pregnancy.  Finally the third explanation suggests that the biological impacts caused by 
the stress of being in a violent relationship can lead to a miscarriage.  
The final health condition significantly associated with IPV was headaches. 
Abused women differed significantly from comparison women in terms of headaches. 
These differences were expected because headaches can be caused both directly and 
indirectly by IPV.  Repeated blows to the head can cause headaches and are a direct 
result of violent attacks.  Indirectly, chronic headaches can develop as a psychosomatic 
result of stress caused by being in a violent relationship (Kwako et al.  2011).  
However, there were other measures of chronic health that didn‘t prove to have 
significant differences between IPV victims and comparison women.  The most 
surprising measures were arthritis, back pain, and hypertension.  Arthritis and back pain 
were unexpected findings because these types of chronic conditions usually stem from, 
and are associated with, acute injury (Sheridan and Nash 2007).  Therefore, it seems 
logical that IPV women would differ significantly from comparison women in terms of 
these conditions.  Hypertension was expected to yield significant differences also because 
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of the stress caused by IPV and the negative biological reactions caused by prolonged 
stress.   
It was not startling to find that there was no differential between women based on 
their abuse status and asthma.  Asthma was added to this analysis as an intellectual 
curiosity to test the possibility of a relationship between IPV and asthma and to examine 
the types of health conditions associated with IPV.  People reporting brain damage 
/seizure/stroke were a very small portion of those reporting chronic health concerns and 
this reduced the statistical power to determine any associations.  
In general, most of the chronic health conditions were associated with indicators 
of poor health.  This suggests that women in the study with these conditions tended to see 
their health worse than their peers, see their health as worse than a year ago, and visit the 
doctor for most of these conditions.  There were some exceptions and the biggest 
anomaly was hypertension.  Out of all of the health conditions hypertension was the only 
one that was not significant across the three indicators of poor health.  At face value this 
is unexpected but if we think about hypertension we can start to process the normalcy 
under which it operates in many communities.  Hypertension is a very common and 
treatable health condition.  Further there is not a stigma associated with it like there is for 
HIV/AIDS and it is not viewed as debilitating by most.  Therefore, many of the women in 
this study with hypertension may not perceive this to be as problematic as other 
condition, thereby influencing the result 
Multivariate Analysis of Physical Health Outcomes 
 Before beginning a discussion of the results of the multivariate analysis it is 
necessary to first address the ways in which sociodemographic variables are represented 
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in a lot of the literature concerning IPV.  For example, in many of the journal articles 
regarding IPV and race/ethnicity, race is presented in a manner that could easily be 
interpreted as a person‘s race putting them at a higher risk for a number of factors; as 
opposed to explaining that race is vital to the understanding of the research because 
people are treated differently based on their membership categories.  Placing race in a 
societal context and understanding the impacts of racism is vital to understanding why 
race is an important sociodemographic variable (Zuberi and Bonilla-Silva 2008).  The 
race of an individual does not inherently put them at risk but how society responds to 
their basic human rights needs, or lack there of, is what put them at risk.  The same is true 
for class and sex.  Class becomes an important variable because people at the lower end 
of the class structure do not have access to resources that could improve their quality of 
life.  Similarly, when discussing sex and gender we have to remember especially when 
addressing IPV and other forms of oppressive behaviors toward women that being a 
woman is not the problem.  The problem lies in a patriarchal society constructed to 
benefit men that has allowed men to treat women in a dehumanizing and oppressive 
manner (Johnson 2004).  This understanding becomes even more important because 
knowing this allows a better comprehension of how these potentially confounding 
variables influence other sociodemographic variables like educational attainment and 
marital status.  It is out of this sociohistorical context that these variables appear and are 
discussed in the remainder of this study. 
 The association between age and race and health relative to a year ago was as 
expected.  It was not a new revelation that age was negatively associated with health 
relative to a year ago because the health of individuals can decline as they get older.  In 
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addition, it is well documented in studies on the social determinants of health that race is 
an influential factor in health outcomes in part due to structural inequalities caused by 
institutional racism (Lillie-Blanton and Laveist 1996).  Age and race remained important 
for Latina women and women in the ―other‖ racial category but not for African American 
women.  This suggests that race (regardless of age) for African American women, is a 
vital factor in relation to their perceived health relative to a year ago.  One of the reasons 
why race may be a key factor in the association with health is because Chicago is one of 
the most residentially segregated cities in the United States (Massey 1990).  Residential 
segregation has been found to be intimately linked to health outcomes because of its 
connection to upward mobility and environmental racism.  Furthermore, lack of upward 
mobility is connected individuals negative perceptions about themselves and their general 
outlook on life.  Williams, Neighbors, and Jackson (2003) argue that residential 
segregation is the primary factor in determining the social economic status of African 
Americans because where you live determines your access to education, jobs, and it 
determines the value of your home.  Educational attainment and employment status were 
not associated with health relative to year ago which was expected because these two 
variables are not really expected to change much in a 12-month period and, if they do, 
they aren‘t expected to affect health perceptions in that short of a time.   If longitudinal 
measures of health had been collected they may have been significantly associated with 
educational attainment and employment status. 
 Similarly, when controlling for the previous demographic variables there were no 
differences between women who were abused and women in the comparison group and 
their perceptions of their health relative to a year ago.  This was expected after the 
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previous analysis because a year is a short amount of time to get drastic changes in health 
outcomes.  Also, when these demographic variables were controlled for there were no 
associations between IPV and specific health conditions like asthma, diabetes, 
hypertension, etc.   
 Out of severity, frequency, and recency, recency was the only variable that proved 
to have a relationship with IPV and health relative to a year ago after controlling for 
demographic variables.  Race proved to be an important factor for African American 
women again but this relationship did not exist for Latina women.  This relationship 
makes sense for African American participants because the most recent IPV event is 
easily recounted and would therefore have an effect on their perceptions of their health 
relative to a year ago.  It is surprising however that severity and frequency was not 
associated with health because women of color are more likely to be involved in IPV 
events than their white counterparts (Hampton, Oliver, and Magarian 2003).  Many of 
these high instances of IPV can be explained by structural problems such as 
unemployment and underemployment that create tension and frustration in black 
communities that can lead to violent interactions between intimate partners.  As 
indicated, for Latina women, it would be expected that the same results would be found.  
In spite of this, it is important to consider the ecology of Latina women (Perilla, 
Bakerman, and Norris 1994).  The ecology of Latina women takes into account the 
material and nonmaterial parts of Latina culture that influence the individual‘s lives.  For 
example, the social intuitions as well as the beliefs around family are all important 
aspects of how Latina women view their lives.  Perilla, Bakerman, and Norris (1994) 
contend that the interaction between marianismo and machismo greatly influence how 
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one sees themselves in a cultural context.  Marianismo is a pattern of learned behaviors 
by Latina girls that suggests that they should be submissive and stoic while boys get to 
exercise their machismo which is characterized by sexual prowess, dominance, and 
aggressive behavior.  Adopting these prescribed gender roles associated with marianismo 
may account for the differential in regards to health outcomes based on race between 
African American and Latina women. 
Social support proved to have a significant association with IPV and abuse status 
after controlling for demographic variables.  For all racial categories, women who were 
IPV women were less likely to have high levels of social support. Conversely, women 
who had not been IPV women reported higher levels of perceived social support.  This is 
exactly what was hypothesized.  There are many ways in which the relationship between 
social support and IPV status could be explained.  Social support could be a precedent 
variable that prevents women from getting involved in abusive relationships.  Further, 
one of the methods that men use in abusive relationships to control women is to isolate 
them from their social networks.  Warrington (2001) suggests that home is a socially 
constructed space that usually generates feelings of safety but for women in abusive 
relationships the reality of home is that it is a dangerous and isolated locale.  Further, 
Block, Galary, and Brice (2007) found that women were more likely to be victimized at 
or near their homes.  This victimization in such close proximity to home was due to their 
routine activities keeping them at or near the home more so than men because of 
persisting gender roles and norms.  Both studies provide ways of thinking about the 
relationship between social support and abuse status. 
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 When introducing the variable perceived health relative to a year ago to the 
analysis above both victims of abuse and comparison women who reported high levels of 
social support were significantly more likely to perceive their health as the same or better 
than a year ago.  This was also an expected outcome and is consistent with the findings of 
other studies. Social support and emotional support are vital elements in moderating the 
effect of IPV on health outcomes (Coker et al. 2002) and social support has been found to 
be positively associated with good health outcomes in general (Koukouli, Vlachonikolis, 
and Philalithis 2002; Uchino 2006).  
 Finally social support remained significant even when it was entered as an 
interaction term with IPV status and health relative to year ago. This certainly validates 
that social support is a critical variable and that IPV status was not responsible for the 
significant association.  This also validates that idea that social support has a possible 
buffering effect on health outcomes even though this current research could not assess 
this directly.  The significant association with social support in all of the models is also a 
promising argument for resilience theory.  The introduction of social support to every 
model with the health measure in it showed that the presence of a protective factor (social 
support) lead to better perceived health outcomes amongst IPV women.   
     CWHRS harassment variables were used in this study to conduct a stalking 
analysis.  This analysis was included because of the enormous amount of stress that 
stalking victims endure usually over long periods of time. For example, one study 
contends that on average a stalking event lasted 22 months (Spitzberg 2002).  Equally 
importantly, chronic levels of stress negatively impacts physical health outcomes. Initial 
bivariate analysis showed that there was a significant relationship between harassment 
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and health relative to peers and health relative to a year ago but not for number of visits 
to a health care professional.  This makes sense because not all stalking events involve 
physical contact that would cause the victim to visit a medical professional.  However, 
the stress associated with a year of stalking can have physiological effects that would 
affect the way victims perceive their health relative to their peers and relative to a year 
ago.     
 In multivariate analysis, once demographic variables were controlled for the 
relationship between harassment and health relative to peers remained significant.  This 
suggests that women who are stalked have the perception that their health is worse than 
their peers.  Logan and Walker (2010) found that in just a two-week period women who 
were stalked had higher stress scores than other women; also women who were stalked 
began to exhibit psychosomatic health symptoms as a result of the stress associated with 
being stalked.  It is very likely that women in this study were affected in the same or 
similar ways and this affected their perceptions of their health relative to peers.  
Education proved to be a good predictor of health compared to peers only.  This is 
probably because your education level directly impacts your peer group.  Additionally, 
education is an indicator of socioeconomic status and socioeconomic status is a great 
indicator of health.  This stalking analysis proved to be an important part of this study 
because it is offers another way to think about how IPV victims are affected outside of 
physical and sexual abuse.  Stalking should be seriously considered in future studies 
regarding IPV.  
This portion of the discussion addresses the mental health outcomes associated 
with IPV.  This analysis proceeds in the same manner as the physical health outcomes 
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portion, with bivariate analysis to identify significant variables followed by several 
models of multivariate analysis.  Generally speaking, the mental health outcomes yielded 
much more expected results than the physical health outcomes.  In this analysis the 
hypotheses were as follows: 
H1: Women who experienced no intimate partner victimization in the past year have better 
 mental health compared to women who experienced at least one IPV incident, after 
 controlling for victim level demographic characteristics (age, race/ethnicity, education, 
 and employment status). 
H2: The more serious the intimate partner victimization, the poorer her mental health, after 
 controlling for victim level demographic characteristics (age, race/ethnicity, education, 
 and employment status). 
H3: Social acceptance and support is positively associated with mental health, regardless of 
 victimization status, but the relationship will be stronger among women who experienced 
 at least one incident of IPV in the past year. 
H4: Among victims of intimate partner violence, those with greater levels of social acceptance 
 and support will report better mental health than those with less social support (i.e. 
 social support will provide a buffering effect between IPV and poor health).   
Bivariate Analysis of Mental Health Outcomes 
The initial bivariate analyses yielded expected results.  Both depression and 
attempted suicide were significantly associated with abuse status. Conversely, bipolar 
disorder, manic depression, schizophrenia, and anxiety were not significantly associated 
with IPV.   The etiology of bipolar disorders, manic depression, and schizophrenia is not 
usually a traumatic event but they usually have some hereditary origin (Baron 2002).  
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Research suggests that people who have these disorders are genetically predisposed to 
developing them.  Therefore, it is not necessarily expected that an IPV event would cause 
someone to develop these types of mental disorders.  This would indicate, though it does 
not give irrefutable support, that IPV is commonly a precursor to mental health rather 
than mental health predisposing women to be victimized. The one surprising finding was 
that anxiety was not associated with abuse status.   It seems logical that the amount of 
stress caused by IPV would have a differential effect on women who were abused and the 
comparison group.  There are contradictory findings in the research examining the 
association between IPV and anxiety.  Afifi et al. (2009) found that women who were 
IPV women experienced both externalizing disorders such as substance abuse and 
internalizing disorders such as anxiety disorders at significantly higher rates than women 
who were not abused.  Conversely, Stein and Kennedy (2001) found that a majority of 
the women in their sample who had been abused had experienced major depression and 
PTSD but panic disorders and anxiety disorders were less common.  It is expected that 
PTSD would have been significantly associated with abuse status if there were data 
provided that would have allowed for a comparison between IPV women and women in 
the comparison group.  
When the analysis was restricted to look at IPV women only, statistically 
significant associations were found with recency, frequency, and severity of IPV events.  
Certain IPV characteristics had highly significant associations with specific mental health 
outcomes.  These three patterns of IPV have always been important in the context of IPV 
related research because they have been used to examine many different aspects of IPV.  
Recency, frequency, and severity have been used in studies on coping with IPV (Agnew 
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1992; Dembo et al. 1990), IPV and alcohol consumption (Cooper et al. 1992; Sayette 
1999), and IPV and social support (Morrison et al. 2006; Rotunda, Williamson, and 
Penfold 2004) to name a few.  Consequently, it was anticipated that in some combination 
depression, anxiety, and attempted suicide would be positively associated with recency, 
frequency, and severity.  These patterns of abuse are vital to understanding the effects of 
IPV.  For example, one study found that frequency and recency of abuse had differential 
impacts on women experiencing abuse (Staggs and Riger 2005).  In this study, the 
recency of IPV abuse was a key factor inhibiting women from working whereas chronic 
abuse was linked to poorer physical health outcomes.  These results lend early support of 
the second hypothesis that the more serious the IPV event, the poorer the victim‘s mental 
health. 
Bivariate analysis also revealed that women who reported mental health disorders 
were more likely to report being limited in their day-to-day tasks.  This is consistent with 
studies that address the debilitating effects of mental illness (Keyes 2002; Keyes 2005; 
Williams, Ware, and Donald 1981).  More importantly, women who were abused and 
reported having mental health problems were more likely than women who were not 
abused to report being limited.  This initially supports the hypothesis that women who 
had not been IPV women will have better mental health than women who have been IPV 
women.  
Multivariate Analysis of Mental Health Outcomes 
 All of the demographic variables were significantly associated with having 
depressive symptoms except for age.  This makes sense because there are many variables 
that influence the relationship between age and depression.  It is not as if simply being a 
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certain age leads to depression.  For example, as a person gets older they usually develop 
diseases or physical conditions associated with old age that can cause depressive 
symptoms (Chang-Quan et al. 2010).  On the other end of the spectrum children are 
vulnerable to predatory adults and the trauma caused by victimization can lead to 
depressive symptoms (Koopman et al.  2007).   It was surprising that education was not 
significantly associated with depressive symptoms because it is a means to move up the 
class structure which usually brings about better health conditions.  This may also be 
because there was not a lot of variability in educational attainment in the study 
population. Employment remained significant for blacks.  This is expected because 
employment is vital to upward mobility and ones class position is one of the most 
important determinants of health (Marmot 2005).  Further, this is consistent with the 
―weathering‖ hypothesis that suggests that blacks face deteriorating health compared to 
other groups because of the cumulative impact of structural racism (Geronimus et al. 
2006).  
 The results in this study showed that once IPV status was introduced to the model 
and the sociodemographic variables were controlled for women who were IPV women 
were more likely to suffer from depressive symptoms than comparison women.  This 
result is consistent with hypothesis 1 that mental health outcomes would be poorer for 
women who had been IPV women compared to comparison women.  Research shows 
that there is a strong association between women who are IPV women and depression 
(Barnett, Miller-Perrin, and Perrin 2005).  Sometimes depression co-occurs with other 
mental health conditions such as PTSD and anxiety (Lipsky et al.  2010).  Race and 
103 
 
 
 
employment were still significantly associated with depressive symptoms even when 
abuse status was introduced into the model.  This too is consistent with other studies.  
 Among women who have been IPV women, severity proved to be the only IPV 
measure of seriousness that was significantly associated with depressive symptoms.  The 
relationship between IPV and depression is well documented.  There is also a relationship 
between the severity and duration of IPV incidents and the severity of depression 
(Bonomi et al. 2006; Dienemann 2000; Zlotnick, Johnson, and Kohn 2006).  This is why 
it is surprising that frequency of IPV wasn‘t significantly associated with depressive 
symptoms.  This lack of association between IPV frequency and depression may be due 
to the way in which frequency is measured in this study in relation to other studies.  The 
literature also points out that different types of IPV, like sexual assault, are more likely to 
be associated with depression (Carbone-Lopez, Kruttschnitt, and Macmillan 2006; Houry 
et al. 2006).    Recency of IPV may not have been significant because the most recent 
event may have been the only event.  Recency does not signal a prolonged or severe 
abuse and depression is a condition that usually develops over a period of time.  Recency 
of event has been associated with anxiety disorders because the event is fresh in the 
victims mind and they are still processing how to deal with it (Mechanic, Weaver, and 
Resick 2008).  This is confirmatory of the second hypothesis that the more serious the 
victimization the poorer the victims mental health in relation to severity but this not true 
for frequency and recency. 
 The findings pertaining to attempted suicide also supported the first hypothesis.  It 
was anticipated that IPV women would report having higher rates of attempted suicide.   
The relationship between attempted suicide and IPV is complicated by not just 
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demographic variables but by other mental health variables.   Leiner et al. (2008) found 
that in a sample of African American women IPV was linked to depression and PTSD 
and in turn these variables impacted suicidal behavior.  Equally important, was that race 
and employment remained significant while age became positively significantly 
associated with suicide attempts when IPV status was added to the model.  So, as age 
increases instances of attempted suicide increases. These results for age may signal a 
long-term abusive relationship or may just be a reflection of the increased opportunity for 
an event to occur as more time elapses.  Suicidal ideation have been linked to abusive 
relationships that have occurred over long periods of time (Ramos, Carlson, and McNutt 
2004).  
 This is a good segue into the seriousness of IPV abuse.  Both severity and 
frequency were significantly associated with suicide attempts.  This supports the second 
hypothesis that among abused women the more serious the abuse the poorer her mental 
health outcomes.  This type of association was also found in other studies (Bonomi, 
Thompson, and Anderson 2006; Coker et al.  2002; Thompson et al. 2006).  Like the 
results found with the analysis of depression recency was insignificant.   
 The stalking analysis using the harassment variables yielded significant 
relationships with mental health indicators.  Harassment was associated with anxiety and 
highly associated with depression and attempted suicide.  Further, when IPV was 
introduced to the model anxiety became highly significant and depression and attempted 
suicide remained highly significant.  Even more telling about the importance of 
harassment is that it proved to be a more a significant factor in mental health than abuse.  
This suggests that harassment is of importance to understanding how stalking affects 
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mental health.  This is also supportive of the hypothesis that the more serious the intimate 
partner victimization the poorer the victim‘s mental health outcomes.  This is certainly 
supported by the literature.  Logan and Walker (2010) found that stalking victims 
suffered from so much stress and anxiety that they resorted to using prescription and 
illegal drugs to lower their anxiety levels. 
Because harassment proved to have such a strong association with mental health 
outcomes it was used in a model to test the effect of social support.  Abuse status was 
also used in this model.  Both abused and non-abused women in the study with lower 
social support were more likely to report all forms of mental health indicators.  This 
partially supports the hypothesis that social support is positively associated with mental 
health outcomes regardless of abuse status.  The significant effect of abuse is not 
dependent on social support.  The same is true for harassment.  Neither of these 
interaction terms were significant.  Therefore social support does not moderate the effect 
of abuse or harassment in regards to all of the forms of mental health. 
 Another supportive finding for the hypothesis that IPV women will have poorer 
mental health outcomes is illustrated in the results of the analysis on substance abuse.  
IPV women were more likely to report alcohol and substance abuse at a higher rate than 
comparison women when demographic variables were controlled for.  Equally important, 
when seriousness of IPV was examined, frequency was significantly associated with drug 
use and alcohol consumption was significantly associated with severity.  These results are 
consistent with hypothesis 2.  These results are also consistent with the hypothesis that 
women in abusive relationship self-medicate in order to cope with the abuse (Agnew 
1992; Logan et al. 2006; McCormick and Smith 1995).   Given this finding, it makes 
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logical sense that severity and frequency were significantly associated with substance 
abuse because the threat of an IPV episode is always present.  Although severity and 
frequency of IPV were significantly associated with substance abuse the recency of the 
IPV event was not. 
Limitations 
It is important to note that there are several limitations to this study.   One 
limitation is that when examining the relationship between IPV and physical and mental 
health outcomes there are many potential confounding variables not measured in this 
study that might influence this relationship. There were several demographic variables 
controlled for in this analysis but they can‘t account for all of the variables that could 
affect this relationship.  This inability to control for all possible confounding variables is 
especially true when dealing with health because there is the possibility of preexisting 
health condition that could influence the relationship.  There are also countless numbers 
of cultural and environmental factors that influence health.  All of these could not be 
controlled for in this study. 
Another limitation was that causality couldn‘t be assessed because the CWHRS 
data for the health outcomes were not longitudinal. This limits the ability to determine 
causality.  For example, when examining the relationship between poor health and IPV it 
can‘t be determined if IPV causes poor health.  The relationship could go in the other 
direction.  Women in poor health might be more likely to get involved in abusive 
relationships. Because of this the analysis was limited to proving association between 
variables.  Similarly, the date of diagnoses of health outcomes wasn‘t provided so it is 
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impossible to tell if someone had a preexisting condition or if this condition was a 
byproduct of IPV.    
Because of the research design of selecting study subjects from medical care 
facilities in areas noted for having high rates of IPV this study is only generalizable to a 
limited population.  Also because of this selection process the sample was heavily 
weighted toward African American and Latina women.  That being said, this was also a 
unique sample that provided a great opportunity to research a population of women that 
have historically been understudied in terms of IPV.  
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CHAPTER SIX 
 
CONCLUSION 
 
Albert Einstein once said, "not everything that counts can be counted, and not 
everything that can be counted counts‖ (Garfield 1986: 156).  The goal of this research 
was to test for a relationship between IPV and mental and physical health outcomes and 
to see if social support had a buffering effect on these heath outcomes.  This was 
accomplished but not without taking into consideration Einstein‘s profound statement.  A 
researcher should always take this quote as a challenge and use it as a barometer of what 
really counts. Research involving IPV allows for the opportunity to quantify and measure 
―things‖ that count.  Considering how sociodemographic variables affect the relationship 
between IPV and health outcomes and the role that social support plays in this 
relationship very much counts because the results are a product of the material reality of 
women in the CWHRS.  Behind all of the research on IPV lies the harsh reality that real 
women are suffering at the hands of their predominantly male abusers.  
The second part of this quote further challenges the researcher to think about what 
was not and could not be measured in their study.  This is equally as important because it 
requires the ability to think outside of the box or as a good friend recently told me ―there 
is no box‖.  This allows for new research ideas and questions to arise that may lead to 
solutions.  This may also lead to more questions but the goal is to push the boundaries of 
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existing research and look for ways to make sure that ―things‖ that count are counted.  
This is especially true when studying populations that have been marginalized by 
oppressive social structures and as a result have been marginalized in research.  This 
conclusion proceeds by summarizing the findings of this research and discussing possible 
approaches for future research based off of these findings. 
This study found social support to be a vital variable in terms of buffering the 
effect of IPV abuse status on perceived physical and mental health outcomes.  In looking 
at the physical health outcomes, social support was significant in all of the models that it 
was present in. This type of significant association that was found with social support 
was not found with all of the models involving IPV abuse status and chronic physical 
health outcomes.  The emerging measure of physical health that proved to be significant 
in relation to abuse status was health relative to a year ago.   
As a result, health relative to a year ago was used in this study as the measure of 
health in multivariate analysis.  Multivariate analysis revealed that race for African 
American women was an important variable that affected the relationship between IPV 
status and perceived physical health but not for Latina women.  Also recency of IPV 
event was found to be significant for African American women but not for Latina 
women.  It is hypothesized that differing cultural factors between these two groups of 
women are the reason for these results.  Once demographic variables were controlled for 
severity and frequency was no longer significant. Social support, however, remained 
significant when demographic variables were controlled for.  This supports the idea that 
social support is a major factor when examining IPV and health outcomes.  
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Consequently, medical practitioners, law enforcement, and others who come in contact 
with women who are victims of abuse need to find ways to utilize this resource.  
Implications for future research are that social support may be useful in other research as 
a variable that moderates the negative effects of any traumatic experience.  Stated another 
way, if we think form a salutogenic mindset social support is a key variable in studying 
positive health outcomes. 
The stalking analysis using harassment measures also proved to be important in 
addressing physical health outcomes.  The health measure of perceived health relative to 
peers was the one measure that proved to be significantly related to harassment and not 
health relative to a year ago.  When initially considering this research, harassment wasn‘t 
one of my areas of interest but it proved to be one of the most important variables in 
connection to perceived health.  In any research regarding violence toward women 
stalking should be a major consideration because of the significant amount of stress it 
causes for women.  Moreover, stalking is extremely detrimental to victims because it can 
be hard to prove because the offender doesn‘t necessarily have to make contact with the 
victim.  This burden of proof on the victim makes an already stressful situation even 
more stressful.    Further, due to technological advancement there are new ways to stalk 
and terrorize women without ever revealing your identity.  Cyber stalking is one of the 
main examples of this type of insidious harassment that is hard to prove.  Nevertheless, 
stalking is a key factor in determining the severity of the IPV event when or if it occurs.  
For these reasons stalking should be a focal point of discussions on IPV. 
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The results of the mental health outcomes were much more expected.  IPV abuse 
status was associated with depression and attempted suicide.  For depression, race 
remained a significant variable for African American women.  Employment status was 
also significantly associated with depressive symptoms.  For victims of abuse after 
controlling for demographic variables they were more likely to be depressed than women 
who were not abused.  Severity of the IPV encounter proved to be the important variable 
in relation to depressive symptoms.  Oddly enough frequency was not significantly 
associated with depressive symptoms and recency was not expected to be related to 
depressive symptoms.   
Attempting suicide and IPV abuse status was significantly associated with each 
other. Race and employment status remained significant even when abuse status was 
entered in the model. Severity and frequency of the IPV incident were significantly 
associated with attempting suicide but recency was not.   These were all expected 
findings.  This suggests that research on suicide should consider not just traumatic events 
but should also consider the role that race and class play on suicide attempts. 
There were two consistent patterns throughout the entire research and these were 
in regards to stalking and social support.  Throughout the study these variables remained 
significantly associated with abuse status and/or health outcomes.  Harassment was found 
to be significantly associated with anxiety, depression, and suicide in all of the models 
controlling for other abuse status and demographic characteristics.  This suggests that 
harassment poses serious problems in terms of mental health and although harassment 
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might not be taken seriously because law enforcement the consequences to women‘s 
mental health can be devastating. 
Social support was significantly associated with harassment, abuse status, and 
mental health outcomes.  Women in the study that had low levels of social support were 
more likely to have reported mental health problems.  The presence of high levels of 
social support appears to be critical in preserving the mental health of women who are 
IPV women.  The barriers of social support should also continue to be to studied in order 
to figure out strategies that can be used to reach women who are in relationships where 
their partners intentionally isolate them from social resources.   
The results on substance abuse, alcohol problems, and drug problems were as 
anticipated.  Women who were IPV women were more likely to report substance abuse, 
having an alcohol problem, and having a drug problem.  One of the results that has 
implications for future research is that the seriousness of abuse was significantly 
associated with different measures of substance abuse.  Frequency of IPV was associated 
with drug use and severity of IPV was associated with alcohol usage.  This finding 
suggests that the coping processes may be different for measures of seriousness of IPV in 
relation to substance abuse.       
Given these finding, my research was an important contribution to the study of 
IPV in several ways.  First, the dataset provided by the CWHRS allowed an opportunity 
for a population of women of color to be the focal point of an analysis of IPV rather than 
being relegated to a secondary category in the research.  More importantly, the open-
ended questions asked during the interview process with these women provided a space 
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for them to express themselves to the researcher rather than having women select from a 
narrow category of responses.  Consequently, in many of ways the voices of these women 
are reflected even in quantitative analyses.   
Second, one of the main goals of this study was to add to the body of literature 
linking IPV to chronic physical health outcomes.  As mentioned, there are far more 
studies looking at the relationship between IPV and acute injuries than there are 
examining the relationship between IPV and chronic health outcomes.  This study adds to 
the existing body of literature that focuses on chronic physical health outcomes.  
Furthermore, this current study specifically addresses how impactful IPV is on the health 
of women of color.  Equally important, the fact that there is an increasing number of 
studies suggesting that there is a relationship between IPV and chronic physical health 
outcomes should increase awareness among health care professional to start considering 
the role that IPV might play in the health outcomes of their patients.   
Third, this study is an important contribution to the field of resilience theory in 
general and the application of resilience theory to IPV women of color specifically.  One 
of the main points of resilience theory research is that factors are present that allow 
people to resist the stress of life.  One of the most significant findings associated with this 
research is that social support acted as a factor that led to better health outcomes both for 
IPV women and the comparison group.  More importantly, this finding suggests that 
resilience theory should be applied to future studies pertaining to women of color 
experiencing IPV, IPV in general, and other studies examining traumatic life events.  
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The focus now shifts to the challenge of trying to count that which can‘t be 
counted.  Einstein is absolutely right in the second half of his quote.  Western science and 
its focus on empiricism limits the ability of researchers to count what may be most 
important in the lives of these women in the study.  This is where we as researchers need 
to forget that the box exists and start to develop new ways to count the uncountable.  This 
is not at all implying that the measures used in this current study are not important but we 
need to think about what‘s not measured especially when studying women of color.  How 
do we quantify hope, love, or faith? Or at least how do we quantify them in ways that are 
meaningful for women in this study?  This goes beyond leaving this task up to qualitative 
researchers because they miss what counts also.  This goes back to some of my earlier 
points about understanding that IPV is rooted in a system of patriarchy yet most of the 
literature fails to address this argument.  That being said, the research around stalking has 
come a long way.  Fifteen years ago researchers paid little attention to this form of 
harassment as a major variable affecting health and yet men were stalking women then 
also.  One of the other areas of current research that has displayed an ability to think 
about new ways to accurately understand the lives of IPV women is the research 
involving complex posttraumatic stress disorder (Complex PTSD) (Herman 1992).  The 
diagnosis of PTSD may not adequately represent the experience of women who have 
been exposed to prolonged abuse.  Soldiers were one of the first groups that were 
diagnosed with PTSD due to the effects of being exposed to traumatic events on the 
battlefield.  One of the important aspects of soldier‘s experiences that get diagnosed with 
PTSD is that they eventually leave the battlefield.  Many women in abusive situations go 
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home to the battlefield and in many instances are confined to the battlefield because of 
isolation tactics used by their intimate partners.  Therefore, it is vital that future research 
continue to explore the connection between IPV and Complex PTSD because women 
may suffer from psychological problems that are not part of the PTSD diagnoses.  Some 
of these include depression, disassociation, and problems with intimacy (Roth et al.  
1997).  The goal going forward should be to avoid what John Henrik Clarke says 
Europeans have done in a global context in terms of studying ―other‖ people.  Clarke 
states, ―They have studied people without understanding them and interpreted them 
without knowing them‖ (Ani 1994; xvii).  If we truly want to understand the association 
between IPV and health outcomes then we have to keep trying to transcend the box and 
find ways to count the uncountable.  
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APPENDIX A: 
 
FACTOR ANALYSIS PATTERN MATRIX 
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 Severity of 
historical 
IPV Dependence Age Employment Recency 
Household  
composition  
Severity of 
future IPV 
events 
Power 
imbalance 
Severest incident  0.77        
Weapon threat or use  0.74        
Attempted choking or 
strangulation 
0.63        
Feared injury 0.62        
IPV resulted in 
receiving medical care  
0.60        
IPV increased in 
severity 
0.56        
Number of threats .052        
IPV increased in 
frequency  
0.51        
IPV offender arrested  0.44        
Gun involved 0.41        
Born in the US -0.436 0.68       
Commitment to  
relationship  
 -0.67       
Time  in Chicago  0.60       
Never lived together  -0.52       
Length of relationship   0.51       
Personal income  -0.41       
Age   0.74      
Age at start of 
relationship 
  0.70      
Name's age, recoded   0.61   0.44   
Children < 17 in 
household 
  0.52   -0.50   
Homeless / in a group 
home  
0.41  0.48   -0.46   
Currently employed    -0.50     
Employment 
difference 
   0.42    0.42 
Last incident  >180 
days ago 
    -0.66    
Last incident  <30 
days ago 
    0.54    
Severity of followup 
incidents 
      0.54  
Highest level of 
education  
        
# of incidents in year          
Age discrepancy        0.57 
Variables included in model that did not load on factors 
Alcohol problem          
Drug problem         
Restrained or tied          
Household income         
Police called          
Return to IPV relationship          
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